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The Problem. The problem of this study was to
determine whether certain variables relating to the child
requiring placement in a residential treatment center were
associated with the child's eventual positive or negative
adaptation within the community. Such variables consisted
of preadmission characteristics, selected activi-ties
during residential treatment and the discharge phase. The
Health and Sickness Sca.le (HSS) was used at point of dis-
charge to predict eventual adaptation. The selected
variables were compared wi the nature of the childfs
adaptation, either-positive or negative, at the time of
f'o.Ll.ow-iup ,
Procedure. A total of 199 youths had been plac
in the Orchard Place progriliTLS since its inception in 1965.
Of these, 138 could be located and were includ this
study. Two judges reviewed the casefiles of each youth
and recorded data pertaining to age at admission,
of preadmission foster home placements,. whether child
had received any group care placements prior to the d
Place adrn.i s s ion, whether the child was living 'iIi th par-en t (s)
prior to admission, the actual length of the r-e s i.d errt
care received, frequency of parental contact dur
the child's residential treatment and disposition
the case at point of discharge. Additionally, Ith
Sickness Scale (HSS) was used by the j ges at p
child's discharge to measure the outcome of the
experience. Contact was then made with the
or with relatives or social agencies request
in the study. A structured questionnaire was used
responses part ipants ard s ject's
adaptation to community Slnce time
discharged from Ore Place. ~
as either positive ad ion (+) or
(-) deoending UDon select crit0r
adapt ~ion w~re~ c wit 0=
the study and i-Square tests \-:'21."'(;
(p <. 05) .i.nd e e nc e of
questionnaire na
inclUding such 1
placement, if any, highest educational level attained,
church affiliation, f r-Lend sh.Lps , overall current
adjustment status, and involvement in psychiatric out-
patient counseling. An attempt was also made to assess
when a negative adaptation occurred from point of Orchard
Place discharge.
Findings. The results of the study indicated
that of the seven hypotheses three were statistically
significant with adaptation: preadmission group care with
adaptation (p <.001), whether the subject was with parents(s)
prior to admission (p «..001) and disposition at discharge
(p (.001). No statistically significant relationship was
found for length of care, frequency of family involvement,
age at admission and preadmission foster family care. The
HSS was found significant with adaptation (p £ .001).
In terms of educational questions it was found that those
rated at (+) adaptations tended to do better in school,
attain higher levels of educational achievement and if
in school, fewer of the (+) group were found to be in
special educational programs. Adaptation with church
attendance (p C.05) and friendships (p ~.Ol) were found
to be significant. Overall or global assessment of the
subjects' current status was significant with adaptation
at (p ~.OOl). Involvement with further outpatient psych
atric counseling was not significant with adaptation.
Another finding was that of those who were evaluated as
manifesting (-) adaptations about 45% occurred within the
first three months following the discharge.
Conclusions. The preadmission experiences of the
children apparently hold much significance for eventual
adaptation. The HSS was found to be useful in this study
and has appl ion for assessing adaptation if us at
point of subject discharge. Returning the child home
following was a significant factor long range
adaptation. An (+) adaptation rate of 69.34% was computed
for the target group and those who were evaluated as (-)
adaptations may represent a special popUlation group who
require intensive services.
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Chapter 1
IN'rRODUCTION
The area of services for the child who manifests
disordered behavior requiring separation from home and
placement in an institutional setting is a timely and complex
topic for study. In 1969, the first national study of
children's institutions revealed that each night some
150,000 children and adolescents go to bed in approximately
2,500 child caring instituitons in the United States and
territories. l Of such children roughly 75 percent, or
110,000 children, are judged to be exhibiting disordered
2behavior to some degree. Not all of the child-caring
centers noted provide therapeutic treatment services. Many
of these settings are for delinquent and predelinquent youths
while others provide detention, maternity care or other
specialized youth services care. According to the Joint
Commission on Mental Health of Children in 1970, there
existed approximately 296 residential treatment centers
which provided intensive or total care to the child who
1G. Pappenfort and W. Kilpatrick, "Child-Car ing
Institutions, 1966: Selected Findings from the First National
Survey of Children's Resident Inst i tutions, II Social
Service Review, XLIII (December, 1969), 450.
2 •Ib1d., p. 451.
1
. d . f 1requlre· separatl0nrom home. The child who is placed
2
in a residential center typically is placed following the
child's utilization of other services offered in the
community to modify the child's disordered behavior.
Estimates of the number of youths who require
residential care services vary widely. The best figureS
available suggest that 0.6 percent of the nation's children
are psychotic and 2 to 3 percent suffer other forms of
emotional disturbance. 2 One estimate is that 1) 4- 00,00 a
h LLd d . h d' d . h i 3c l ren un er elg teen nee lrnme late psyc latrlc care.
These are important data for residential centers ~nasmuch as
such centers find it increasingly difficult to provide serv-
lces to those requiring care. For instance, in the scune
year a n which it was determined that 1,1+ 00,0 aa youths were
seriously disturbed there were slightly more than 8,000
children in residential treatment centers. 4 Often because
there are not sufficient numbers of residential treatment
centers, children may be placed in inappropriate settings
where their problems may become more severe and exacer'bated.
Currently, such centers are being examined to
lnReport of the Joint Commission on Mental Health of
Children, II in Crisis in Child Mental Health: C llenge for
the ]970's (New York: Harper & Row, 1972), p. 272.
2 .Ibld., p. 257.
3
Ibid., p , 272.
4-
Ibid.
determine why more children are not able to receive
services; moreover, increasingly such centers are being
asked to justify the effectiveness and impact of their
services. Certainly a component of the criticism has been
related to the spiraling cost of resident ial care. For
instance, the cost of such care is generally estimated at
1between $10,000 to $18,000 per child per year. Often the
costs are directly related to attracting and retaining
highly skilled professional staff members who may command
competitive salaries in the community. However, effective
residential treatment intervention may reduce subsequent
suffering and may well save later costs to the community.
In spite of rising costs and the limited number of
young people served, it is apparent that with population
increase and family breakdown there will be more who will
3
require treatment in a residential setting. In view of
these factors it is increasingly important for residential
centers to determine how they may be more efficient in
terms of increasing their capacity to provide services and
to determine the nature of the impact they are having upon
target populations.
RATIONALE FOR THE STUDY
This study has several purposes:
The first purpose of the study was to explore some
1 . 71Ib~d ., p , 2 t •
4questions relating to variables of age, parental involvement,
living origin prior to residential admission, length of
care, and disposition at discharge.
The second purpose was to provide some measure of
relative impact of the treatment program upon the target
population.
Thirdly, the study attempted to identify when a
negative adaptation, if it occurred, developed with respect
to the time of discharge from the agency program. Analysis
of this information may enable the agency to allocate re-
sources, or locate resources to reduce the incidence of
negative adaptation. Analysis of this area was impression-
istic, based upon the individual clinicians' opinions of
adaptation incidence.
The final purpose of the study was to explore a
process through which the staff as a group could examine
what they knew about treatment methods and results. It
was anticipated that this examination would allow the agency
to define methods and organizational goals more clearly
f . .. 1and de lnltlvely.
STATEMENT OF THE PROBLEM
Mayer noted residential treatment centers were
being challenged on results of treatment, the amount of
lR. P. Durkin and A. B. Durkin, "Evaluating
Residential Treatment Programs for Disturbed Children,ll
Handbook of Evaluation Research, ed. L Guttentag and E.
Struening (Beverly Hills: Sage Publications, 1975), p. 276.
5time taken to achieve results, high costs and the relation-
ship of the treatment center's work to total community
I
need. Suchman further noted that social service agencies
as well as other societal institutions are required to offer
some evidence of legitimacy to justify continued support
from society. Part of this thrust is contained in what
Suchman believes is society's attempt to provide better
solutions for correcting disordered behavior. 2
Many of the concerns directed toward residential
center's are valid. In part, residential centers may not
have a clearly defined organizational syste.m of goals which
would enable them to determine what clientele can benefit
from their programs. Even though many agencies attempt to
determine whether a client can be helped, a major difficulty
in the area of human services is the unlque difficulty of
predicting precisely who can best be served by a given
program. This study then is a beginning effort to examine
a residential program to determine common characteristics of
those children served most successfully.
THEORETICAL FORMULATION
This study followed children who received treatment
IM.F. Mayer, "Program Evaluation as a Part of
Clinical Pract e: An Administrator's Position," Child
Wel~are, LIV (June, 1975), 381.
2E.A. Suchman, Evaluative search (New York: Sage
Publications, 1967), p. 2.
6s er-v i.ce.a from a specific residential treatment program at
Orchard Place, Des Moines, Iowa. The reporting of data was
descriptive in nature and attempted to describe trends and
patterns occurring with the client group.
Furthermore, this study utilized as a conceptual
founda-tion the concept of client adaptation as operationally
defined in the 1966 Allerhand study. In that study an out-
come approach was utilized t hr-ough which adaptation and
adaptability were significant factors in evaluating the
status of the subject. Adaptation then was defined as:
. • . behavior resulting from an individual's
application of his available adaptability to circum-
stances in t~e l?erceived1environment with which he
desires contlnulty ...
The adapted individual is able to rely upon internal and
external resources to respond to enviroDJITlental demands.
Such demands or expectations mayor may not be success-
fully met by the person. This is a function of what
Allerhand defines as "adaptability, II which is a 11 state
of readiness to meet demands on a selective basis. 1l 2
A particular level of adaptability is the current
integration of the individual's structural development
with the resultant interaction between him and all
the factors so far.include~ in hi~ life space~ l.e.,
the sum total of hlS experlences.
Ideally, the residential center experience provides
-----------
lM.E. Allerhand and R.E. Weber, Adaptation and
Adaptability: The Bel1efaire follow-Up StUay- (New York::
child t\lelfa.re League -of America, 1966), . 3.
2I b i d •
3:rbidc
7the client with experiences which foster the client f s over-
all capacity not only to fulfill society's role expec-
tations but to respond to evolving structural expectations
from the environment of which he/she is a part. The process
in which this is realized is intensive re-education which
enables the client to gain increasing mastery ove~ the
envirorment and thereby exercise more control in meeting
needs.
This study utilized an index of recidivism as
reflective of the client's adaptation and adaptability
functioning. The client who is unable to fulfill role
functions within society may require addit~onal services
from the designated institutions providing remedial help.
Often such clients require services from the mental health
delivery system and in some cases the client may require
incarceration to protect society. Specific definitions of
adaptation have been operationalized and w~ll focus
specifically on psychiatric hospitalizations and delin-
quent activity of former residents. Determining adaptation
patterns then offers a relative index of adaptation for
former residents.
This investigation has also focused upon the level
of adaptation by using an instrument (Health Sickness Scale--
(HSS) at the exact time of discharge. The study generated
data in terms of adaptation pred ion based upon ratings of
the resident's overall status at point of discharge. This
approach is in keeping w h Durkin Durkin's view that:
8since maturational and situational infLuences
may confound measures of post-treatment outcomes, at-
tempts to measure the. outcome of treatment can probably
bebestmeas~red at discharge w~th the recognition tha1
long-term ad j u s tmerrt may be a dlfferent question • .
They noted to the degree the agency program takes into
account the other environmental and maturational variables
through such means as family therapy and aftercare services
the outcome of treatment and subsequent ad j ustment -tend to
merge. Thus, treatment outcome for the c l ient tends to
. 2become more closely related to subsequent adaptatlon.
The agency system wher-e i,n this study took place did provide
for the other variables noted through service extensions.
This provision combined with Durkin and Durkin's viewpoint
of discharge significance adds theoretical support to the
study's clinical application.
In striving to understand what occurs to the child
following treatment it is necessary to outline the theo-
retical orientation of this study, which holds that the
child requiring interventive services is the flat r-Ls k."
child. The concept of the "at risk" child generally refers
to the child marginally supported by the family of origin
as manifested by parental support structures, financial
resources for the child, and similar psychosocial structures
interacting with the environment. Such children then are
Hat risk ll in ter'IDS of not receivinq- a combination of
'.,_)1
psychosocial resources enabling them to progress deVe1op-
1
~Durkin and Durkin, p. 291.
2
Ibid.
9mentally. Often such children may require care in a resi.-
dential treatment center or receive remedial services due,
in part, to deficits of a developmental nature.
In recent years a number of writers have been
studying the developing child from the standpoint of social
phenomena impinging upon the child. This interactionist
frame of reference is represented by writers such as
Erickson, Allport, Rogers, Kelly and Maslow, who have
tended to examine the interaction between a person and
environment, how a person is shaped and, in turn, how that
person shapes the external world. Such writers have dem-
onstrated that it is no longer appropriate to focus solely
upon intrapsychic functioning nor upon the environment
exclusively, but, rather, on the interaction of the two
1
spheres.
Such interaction between the person and the
environment must inevitably rest upon the quality of the
developmental process experienced by the person. Children
who have developmental lags resulting In problems with
identity and self-concept represent a population of young-
sters not capable of functioning meaningfully in society.
Such children, upon entering a residential center, are the
focus of intense remedial efforts. Professional staff bring
to such children talents and energies focusing upon specific
areas of developmental need for the child. As the child's
IAllerhand and Weber, pp. 2-1.
10
needs are defined, understood and fUlfilled, the child is
enabled to increase his mastery over the environment and
thereby improve his feelings of worth and dignity. Develop-
mental lags however, are not always easily or quickly treated.
Indeed, one of the concerns relating to the nature of
residential treatment experience is that often it may be
viewed as a panacea for meeting the child's total needs.
One of the orientations of this study is that the
child who moves into the residential experience may require
a continuum of services within the life cycle. Rather than
the residential treatment experience being a totally
inclusive curative process, it is more accurate to see such
youth as requiring constant and intense support from
significant others through the life cycle. This, as
Erickson has pointed out, is developmentally accurate for
persons generally.l To extrapolate this to a group of
youths who have encountered identity problems is not
difficult. Thus, one of the areas carefully examined was
the analysis of the relative effect of the residential
experience for disordered youth. What happened to youths
after discharge? If these children did not adapt
successfully to society, how long were they able to function
positively in the co~~unity? Additionally, are there
other common characteristics regarding this particular group
in terms of interaction with the external world?
lEric Erickson, Childhood and Society (2nd ed.;
New York: W.W. Norton and Co , , 1950);- . 403--423.
1.1
Because of ear-Ly f a.i.Lur-e to interact successfully
with the environment it is expected that such "at risk"
children will encounter further problems in interacting
with a complex changing environmen-t. This study also
attempted to gather data on this point.
Finally, the study also holds as a theoretical ori-
entation that the relationships between variables such as
age, parental involvement, frequency of pre-foster care
placement, living with parents prior to the residential
admission, length of care, and disposition at discharge
need to be examined with respect to adaptation effect.
HYPOTHESES
Since 1965 the agency has received into placement,
children requiring actual treatment services, whereas the
preVlOUS orientation was simply to provide care and main-
tenance. As the program expanded, the agency became
interested in program evaluation, and this study was
designed to use specific variables to determine any
correlation with the sUbject's adaptation status at follow
up. Specifically, the data were collected to determine if
adaptation was related to the client's preadmission status,
the amount of family involvement and length of care, and the
postplacement experlence. The study also attempted to pin-
point any times crucial to adaptation a er discharge.
First, what were the child's preadmission life
experiences? Were most of the children entering directly
12
from foster home placements? How many of them were coming
from natural parents' homes? How many were coming from
group home pLaoemerrt s ? The sixties saw different philoso-
phies emerge relative to the care of disordered youth
which had an Lmpao t upon the type of child entering Orchard
Place. More difficult-to-treat children were being seen
. .. . 1
a.n such centers due to the expans a.on of communi.ty serv~ees.
Such children often presented different and complex baek-
grounds in which many alternative systems of care were
dbf .... 2 . hattempte e are res1.dentlal adm1.sslon. Questlons sue as,
"t~at are the possibilities of successful adaptation for a
child who has experienced several group care placements
before entering residential care?'! confronted staff. It
was hypothesized that certain variables might have
significance for long range subject adaptation patterns.
Second, with respect to the program at Orchard
Place, it was hoped that data could be obtained about
essential variables and how they, in turn, influenced long
term adaptation patterns of clients. Family involvement
vIas an essential variable influencing subj ect adaptat ion.
A number of authors have cited parental involvement as
essential to the child's care and prognosis. Another ey
lAlfred Kadu s h i.n, Child 'V/e1fare Services. (New York:
Macmillan Co., 1967), p. 550.
2
Kadushin, p. 55); Lydia Iton, The Residential
Treatment Center: Children) Program and Costs (Net." York:
ChIld Welt are- League of All <3Y'-ica ,- 1 J 6 Lt i , p. 1'+.
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variable was length of care. For those children who left
or were discharged as planned did this variable correlate
with positive adaptation status of the subject at follow
up?
Third , it became increasingly important to pr-ed i c t
the subjects' eventual adaptation or postplacement
experlence. It was the writer's belief that a standardized
instrument would be helpful as a method of obtaining a
"numerical picture If of each subj ect at "the time of discharge
from Orchard Place. Such a value, from 0 to 100 was then
correlated with the status of the subject at follow up.
The utilization and development of such an instrument could
possibly be helpful ln determining the likelihood of post-
placement adaptation. Thus, if a relationship could be
found between a subj ect' s improvement during tl'eatment at
Orchard Place and functioning at follow up, it could be
postulated that gains during treatment were effective on later
functioning of the client.
Fourth,. it was believed that information must be
collected to identify the relative effect of res ential
care across the spectrum of clients who had moved through
the program Slnce its inception. Furthermore, the
identification of time frames from the point of Orchard
Place discharge could serve to identify when subjects moved
into a negat e adaptation, if at all.
Based upon the four points above, the following
hypotheses were formulated:
14
1. Positive/negative adaptation is unaffected by
age at admission.
2. Positive/negative adaptation is unaffected by
the nu.mber of preadmission foster care placements.
3. Positive/negative adaptation is unaffected by
group care/non-group care placements.
4. Positive/negative adaptation is unaffected by
living with parents prior to admission.
5. Positive/negative adaptation is unaffected by
parental involvement.
6. Positive/negative adaptation is unaffected by
the length of residential care.
7. Positive/negative adaptation lS unaffected by
disposition at discharge.
Seven contingency tables were developed to test
the hypotheses. These tables are presented in Chapter 4.
In addition, the writer believed that a number of
other tables would be useful in glvlng a comprehensive
vlew of how subjects were faring at the time of follow-up.
Such tables range from demographic data to results of
participation in further psychiatric therapy and will be
discussed in Chapter 4.
ORCHARD PLACE: THE SETTING
The Des Moines Children's Home opened in 1886 as an
agency to provide shelter and care for orphaned children.
From 1886 until the early sixties t he agency functioned
in this capacity. At that time it becaJIle appar-errt t.ha t a
reorganization of pr-ogr-am would eve n t u ly be ired
for the agency to continue functioning effective A
15
declining population of youths requiring custodial ca~e
was evident. Further, a major fire had occurred at the
facility in 1962 which required examination of the viability
.. 1
of completely refurnishing the third floor of the faclllty.
Ultimately it was decided to reorganize the prog~am.
The agency was reopened as Orchard Place, a
residential treatment center for emotionally disturbed
children, in February, 1965. From this beginning, the
agency now has the capacity to treat 57 children in three
different residential progra.rtunitic units. The first unit,
a residential center, has a total occupancy of forty beds,
the Kenyon Street Group Home unit, ten beds, and the Porter
House Diagnostic and Prevention Unit, seven beds.
The staff serving the agency population function In
three different divisions: the youth serVlce staff, who
provide services to the child on each living unit; the
therapy staff, who provide services on an individual basis
to the child and family; and the special education staff,
who provide services for the child in residence. A team
approach is utilized in working with the children.
The child's family participates in the treatment
program through close involvement in formulating major
decisions about their child and assisting in evaluating
\i. R. Crow, HAn Analysis of the Development of
Orchard Place: A Residential Treatment Center for Disturbed
Children" (unpublished Ed.D. dissertation, Drake University,
1976), p, 70.
26
services received from the agency. Overall, unless the
parents sanction their child's proposed treatment program,
residential care may be contra-indicated.
Psychological and psychiatric services are provided
each child in residence. Regular psychiatric reviews are
held for each child in residence. The purpose of such
reviews is to arrsur-e that effective treatment programming
is continuing.
There are a number of admission requirements which
need some elaboration. First, an admission criterion is that
the child has lfaverage" intelligence. While an admitted
child may be functionally retarded, the child who is mentally
retarded is not appropriate for the program. Second, the
child must not have incapacitating physiological handicaps.
Minor physical handicaps will not preclude admission. Third,
the child must have an involved parent or parent surrogate
in the community. This requirement assists the child and
parent to understand that the agency does not intend to
replace the child's parent. Fourth, children admitted
generally range from 6 - 16 years of age.
Children who have been referred to Orchard Place for
residential treatment have been moderately to severely
emotionally disturbed. Periodic reviews for accreditation
of the agency's program by the Child Welfare League of
America and the Iowa Department of Social Services insure
that the program is providing high qua i ty care for the
children.
1.7
From a philosophical viewpoint, the agency has
utilized a psychoanalytic approach to understanding the
child. Although this approach has been viewed as a central
approach, the agency has been involved with family therapy
in approaching the child and has also utilized behavior
therapy for certain children in residence who seem to respond
most effectively to such an approach. Overall, the agency
has attempted to utilize a flexible approach in working
with children to insure that the needs of each child are
primary in determining the most effective helping process.
Chapter 2
REVIEW OF LITERATURE
At the outset it is imperative to note that few
studies have been completed relating to a follow-up of
adolescents and preadolescents who have received treatment
services in a residential treatment center. For this study
the review of the literature has been expanded to include
both residential treatment centers as well as psychiatric
treatment centers. Both units are closely related and
overlap in programmatic function and purpose. Often,
however, the psychiatric unit is located in a general
hospital setting and may be geared toward symptom
alleviation as opposed to personality reorganization or a
definitive treatment experience.
Gossett and Lewis noted only thirteen long-term
psychiatric follow up studies have been completed in the
1last thirty years. A number of studies have, in fact,
been developed since their observation and will be reviewed
here, yet the number of studies certainly appears limited.
In part, the limited number of studies may be a Function of
problems of data collection, design issues and related
lJ . T. Gossett and others, "Follow-Up of Adolescent s
Treated in a Psychiatric Hospital: A Review of Studies,"
American Journal of Orthopsychiatry, XLIII (July, 1973),
602.
18
19
difficulties. Sargent noted: "the importance of follow-up
is equaled only by the magnitude of the methodological
bl . ,,1..pro ems 1 t presents . As an lilustratlon of some
of the methodological issues involved in the follo~ up
type of research, the following sample proves interesting:
. Even the deceptively simple question "How is
the patient now better or worse? II runs into difficulties.
The phrase "better or worse" involves both social value
systems (too broad a context for research, however
important it may be) and individual treatment goals
to? sp~cific 20 be much use in the selection of
crl't er-La.. . .
A number of points of v i.ew raised by Sargent have
suggested follow-up data, assuming it can be obtained, may
be distorted. Such distortion stems from lingering feelings
of the client toward therapist. These feelings may range
from enduring gratitude to deep resentment. Such feeling
states may color and mislead the researcher in the assess-
ment of the client's status. These views suggested the
type of study involved will need to rely upon assessment of
factual data as a method of reducing distortion which
3
Sargent implies is inevitable. Assessment of data
relating to the client must be carefully interpreted and
based on discrete data not only from the subj ect but 1I ideally
IH. D. Sargent, "Hethodological Problems of Follow-
Up Studies in Psychoterapy Research," American Jout'nal of
Orthopsychiatry, XXX, (May, 1960), 495.
2I b i d., pp. 495-496.
3I b i d.
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from sources other than the patient."l
The thirteen studies cited by Gossett and Lewis were
related to follow-up from the standpoint of a psychiatric
service in a hospital setting. A number of studies relating
to follow-up from a child welfare agency have also been
located, but were not included in the original survey
completed by Gossett and Lewis. Each of these studies will
be reviewed for background material relevant to the current
study.
Reviewing the thirteen long term follow-up studies,
Gossett and Lewis noted several similarities and differences.
First, they noted no studies were replicated and, thus, not
directly comparable. The subjects came from different
hospitals, whose treatment programs dealt with selected
patients with a variety of demographic and diagnostic
differences. Criteria of change apparently varied from
study to study. The similarities of the studies were
related to the following factors: first, all thirteen studies
examined the adolescents at least six months following
discharge. Most were diagnosed as "severe character
disorders or psychotics, primarily schizophrenics. 1I 2 All
studies included jUdgments of patient change in terms of
improvement from time of admission to time of follow-up and
level of function, (i.e., changes in status relative to
lIbid.
2Gossett and others, p. 603.
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"normalityll). Further, in each study an attempt was made
to correlate patient, family, or treatment variables with
1
treatment success. Overall, according to Gossett and Lewis,
the studies showed six variables reported to be signi-
ficantly related to long-term outcome of teen agers who
received psychiatric hospital treatment. Three variables
concerned the patients themselves, such as the severity of
the pathology, the Hproe:ess-reactive" nature of the
. . 2. dpsychopathology, and lnteillgence. Two varlables coneerne
the nature of the hospital treatment program, such as the
presence of a specialized adolescent program and the
completion of in-hospital treatment. The final factor
related to aftercare or the continuation of individual
f .. 3psychotherapyollowlng dlscharge.
What follows will be a revlew of each of the studies
noted in chronological order. The child welfare studies
will be included to cover fully all aspects of the search
for background literature.
A review of the literature begins with Potter and
Klein (1937). These researchers reported on the outcome of
175 problem children. All children in this study had been
out of the hospital (New York State Psychiatric Institute
and Hospital) for over one year. Some subjects had been in
lIbido
2 .Ibld.
3I b i d.
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the community for up to three years. The investigators
determined the severity of client psychopathology was
apparently a highly significant factor in their work. The
"situational reaction group" had a positive outcome with
55 out of 97 functioning "successfully". The schizo-
phrenic reaction group had a very poor outcome with on.1y
one out of fourteen classified as "successfui ll • The writers
concluded that children who have superior intelligence,
who have an onset of problems in the prepubertal years--ten
to thirteen--who manifest a definite response to treatment
during the first six months, and whose parents are free
from "neurosis or psychosis" have the better prognosis.. Of
the total number, 38% had a successful outcome while 62%
1had an unsatisfactory outcome. A "satisfactory" outcome
meant that the child was getting along well at home, in
school and In the neighborhood, and was free from symptoms.
• 2Anything less was "unsatlsfactory". The study concluded
the concept of therapy is a sound premise upon which to
develop a helping relationship with a troubled child.
The Johnson and Reid study (1947) focused on 339
children who had been treated at the Ryther Child Center
in Seattle. This study defined the child as having a
lH. W. Potter and H. R. Klein, II An Evaluat ion of the
Treatment of Problem Children as Determined by a Follow-Up
StUdy," American Journal of Psychiatry, XCIV (June, 1937)"~
688.
2I b i d . , p . 682.
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successful outcome providing:
. the child, (1) is able to return to his own
home or some foster home where he makes a sufficiently
good adjustment so that he gives and receives a reason-
able degree of satisfaction; (2) is able to get along
in public schools or in employment; and (3) is able to
accept the codes and mores of the community. Although
these criteria . . . exclude subtle measurements of
human happiness, they are relatively simple and defin-
able and constitute basic factors in adjustment with
which other elements of perso£al satisfaction
unquestionably correlate ...
The investigators using these criteria computed a
success rate of 74.1%. They further subdivided the
"succes sful" children into subcategories and evaluated their
progress in treatment. The "unsuccessful" cases were
similarly grouped into categories of response to treatment.
One of the maj or conclusions of the study was related to a
rather global statement that:
. • • doubtlessly many factors contribute to a
child's emotional illness but only one had a very high
correlation with maladjustments in our study of these
children, ~amely, disturbances in family relation-
ships. . .
Johnson and Reid noted that of the sample, 85%
of all children included in the study came from homes broken
by divorce, separation, death of parents, prison sentences,
or mental commitment. In turn, they concluded that such
data n ••• would seem to indicate a very high degree of
correlation between broken homes and behavior problems
11. Johnson and J.H. Reid, "An Evaluation of Ten
Years Work: with Emotionally Disturbed Children!! (Seattle:
Ryther Child Center, 1947), p. 4.
2I b i d., p. 14.
3I b i d.
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In terms of this study it is to be noted that a
correlation between age at admission and outcome was
cal.culated. The highest positive correlation was for those
children admitted between the ages of 1-3 years. These
children had a success outcome of 84%; 83% for 4-6 years;
72% for 7-9 years; 73% for 10-12 years; 70% for 13-15 years;
75% for 16-18 years. The researchers concluded that the
only "significant difference" in -the success of age groups
is in the 1-3 and 4-6 year brackets. Overall, they
reported excellent results with younger groups of children.
The agency reported they could provide considerable
psychological and·other type support to such children, there-
. . 1 . . . f'by allow1ng them to thr1ve. Although 1t 1S not specl led,
it may be that such children were often placed into
permanent foster care. Finally, the study concluded with
the view that definitive treatment may help the child
reassimilate into a normal community adjustment.
Cameron's (1950) study was a symposium on in-patient
treatment of psychotic adolescents. One of the studies
concerned admissions to an English hospital setting for a
2
two-year period of time, 1946-1948. All youths admitted
were under 18 years of age. Admissions to the hospital
were then compared with admissions during the same period
lIbid., p . 19.
2K. Cameron, "Symposium on In Patient Treatment
Psychotic Adolescents,1l British Journal of Medical
Psychology, XX (1950),
25
of time at another psychiatric hospital unit for adolescents.
The total number for both hospitals was 57. The writer then
analyzed the ages of admissions and found 75% were 16 years
or older; 16% were between 16-14 years; and only 9% were
1
under 14. Each group of dischargees from the hospital was
evaluated as tlrecovered," "relieved tl and "not improved".
The respective percentages for each group based upon
calculations revealed: recovered, 39%; relieved, 36%; and
not improved, 12%. These percentages were based upon a
population of 41, not 57. The other cases were still in the
hospital or were not evaluated as discharges.
Five of the 41 dischargees had returned to the
hospital setting, thus 36 subjects had departed, not to
return. This study focused entirely on the status of the
subject at the exact time of discharge from the adolescent
setting and did not utilize any procedures to determine
long-range adaptation.
The other significant finding of the Cameron
study relates to age. A positive prognostic indicator
in terms of course in treatment within the hospital related
to age at admission. Generally, Cameron observed that if
the youth was 14 years of age or older at admission, out-
come was more likely to be successful. Here successful
outcome was related to a shortened stay in the hospital
1
"Tbi.d , , p . 110.
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setting. l Cameron concluded with the observation that
adolescent treatment units should be developed to serve
adolescents 14 years of age or older.
Masterson (1956) conducted a long-term follow-up
study of 153 children. He used the following adjustment
criteria:
1. Level A = Functioning without .impeLr-merrt from
synlptoms at work or in the home.
2. Level B = Funct ioning with minimum impairment
from symptoms (up to 50%) at work or at home, or
functioning at reduced level without symptoms.
3. Level C = Functioning with marked impairment
from symptoms (greater than 50%) at work or at home.
4.L~vel D = Unable to function, hospitalized, or
suicided.
Masterson, uSlng these levels, looked at several
variables with subjects who had been discharged for a
maximum of nineteen years. He found that those clients
under 15 years of age at time of admission had a poorer
prognosis; above 15, generally a better prognosis. Masterson
also found other positive prognostic signs which included
a relatively good social adjustment prior to a change in
behavior, and rapid improvement without relapse. Negat~ve
factors associated with the study included autism, slow
improvement during treatment, unimproved at point of
lIbid., p. 113.
2J . F. Masterson, "Prognosis in Adolescent Disorders:
Schizophrenia," The Journal of Nervous and Hental Disorders,
CXXIV (September, 1956), 221.
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discharge, and residential care lasting more than four
months. Masterson reported the following variables as
unrelated to outcome: sex, family history of emotional
illness, and response to psychotherapy.
One of the tables presented in Masterson's study
related to re-hospitalization and outcome patterns. He
noted that:
• Re-hospitalization appears to be related to
poor outcome at a significant level of less than .001.
• • . Those who were re-hospitalized were divided
into less than three years and three years and over'.
There is a greater proportion of patients with more
than three years in the "D Il group than in the llA" group.
Analysis showed this rilationship to be significant
at the .001 level ...
Put another way, Masterson lS saying those with poor out-
come would have a tendency to run a greater risk of being
"re-hospitalized"~. No data were presented relative to
hospitalization patterns from point of discharge.
Masterson computed outcome percentages by matching
diagnosis with adaptation level, i.e., level A through D.
His highest level of success was with "psychoneurosis" A
or B (the highest levels) 94% while the "schizophrenic tf
group included 67% for levels C and D.
The next major study was developed by Morris (1956)
who studied children between 4-15 years admitted into a
psychiatric hospital setting. A total of 90 children
were selected for the study. The study focused on the
I .
Ibld., p . 230.
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nonpsychotic, normally intelligent child who was manifesting
1 t d f · . 1 Thse ec·e . patterns a aggresslveness toward soclety. e
children studied had been admitted over a ten-year period
of time, 1925-1935. One of the purposes of the study was to
follow the children to maturity in order to assess their
subsequent life adjustment. Morris found that of the 90
children, 66 were studied to age 18 years or over. Of
these 66, 19% later became psychotic; 21% made a successful
. . 2 h
adJustment; 59% never made "adequate ad]ustment t1 • T ere
were two interesting conclusions which Morris made which
may have some bearing upon the current study.
First, Morris noted almost all children showed some
improvement in their hospital behavior and the majority
continued to improve for about one year after they returned
3home. Adjustment fluctuated markedly until about the 18th
or 19th year. Morris noted:
... The adjustment at that age C18 or 19) is a
much more accurate reflection of the final outcome.
If the child was not adjusting well by the age of 19,
he never did .... 4
This is an interesting statement inasmuch as it points to
a relative time frame for assessing the impact of
IH.H. Morris, P.J. Escoll and R. Wexler, "Agressive
Behavior Disorders of Childhood: A Fo Ll.ow-Up Study," American
Journal of Psychia_t~y, CXII (Hay, 1956), 991.
2I b i d . , p . 995.
3I b i d . , p , 993.
4I b i d.
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residential treatment. The age component appears
predictive. Additionally, the one ye·ar adjustment phase is
seen for the first time in follow-up literature.
Second, Morris also noted flsexual acting out"
Copen sex play, either heterosexual or homosexual, open
masturbation, and sexual exhibitionism) by the age of 12
years, and inability to adjust to their peers while under-
going the group experience at the hospital were indicative
f . 1o poor prognosls. This is an interesting conclusion and
is not typically studied in relation to aucc e s s.fuL adaptation.
Errera (1957) studied 59 patients between the ages
of 15 and 21 years of age who had been seen in a psychiatric
outpatient clinic. The subjects had been functioning in the
community after treatment services from 8 to 24 years. The
clinical findings of the study were as follows: "good
adjustment"--a good work record, (i.e., having one job for
at least three years), evidence of community interaction, no
bizarre symptomatology, and socially integrated and
adapted, 26%; "poor adjustment" had none of "these
attributes", and "mediocre adjustment" involved subj ects
who still had definite limitations. The "mediocre adjust-
ment" rate was 26%; the "poor adjustment" rate was 48%.
Errera noted 83% of the entire group had one or more periods
of psychiatric hospitalization at some time during the
IMorris, Escoll, and Wexler, 0 . cit., p. 996.
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follow-up period. l It was noted the frequency and duration
of the hospitalizations were highest in the "poor
adjustment" category.
For the "good adjustment" group, Errera noted that
"acuteness of onset" may be an important factor in the
initial hospitalization. This means a specific traumatic
event such as the death of a parent or a spouse had
occurred and may have precipitated reaction by the client
who, in turn, required services. There was insufficient
data to affirm Errera's views on this point, however. 2 In
contrast, was the "poor adjustment" group where the "d~sease
3had developed insidiously and there was no acute onset".
The "mediocre group" presented a very heterogenous profile.
The subjects were functioning in society but neither very
. 4
securely nor very effectlvely. Errera lumped the
"mediocre group" with the "good adjustment" group and
5
arrived at a final overall improvement rate of 52%. The
study did generate information relative to hospitalization
and did not offer information relative to adaptation
failure from point of discharge.
Ip. Errera , "A Sixteen Year Follow-Up of Schizophrenic
Patients Seen in an Out-Patient Clinic," Archives of
Neurological Psychiatry, LXXVIII (1957), 85.
2I b i d.
3I b i d., p . 86.
4I b i d., p , 87.
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O'Neal and Robins (1958) reported on an extensive
follow-up study involving 526 chi.Ldr-eri who were seen up to
32 years after discharge from a child guidance clinic.
The writers located 86% of the sUbjects. This study
compared subjects at follow-up diagnosed as schizophrenic
1
with another group classified as psychiatrically normal.
In contrast to the "normal ll group, the schizophrenics
apparently had a greater number of symptoms and their
behavior problems involved more areas of their lives. As
O'Neal and Robins note:
. . • The most striking factor in their histories
is that they had more anti-social behavior of many
kinds, including physical aggression , incorrigibility,
vandalism and pathological lying. They more f'r-e qu e rrt Ly
had difficulties simUltaneously at home, at school~
and in their social relationships with their siblings
and contemporaries. The no-disease group typically
had difficulties in fewer areas. 2
The pervasive nature of the symptoms in the schizophrenic
group differentiated them from the normal group but
"accentuated the seriousness of their first disturbance".
Overall, the comparison of the two groups showed, of those
interviewed at follow-up, 10% were diagnosed as schizo-
phrenic while 20% were diagnosed as no disease. Comparison
of histories revealed the following information:
1. In childhood the schizophrenic group have more
Ip. O'Neal and L.N. Robins, "Childhood Patterns
Predictive of Adult Schizophrenia: A 30-Year Follow-Up Stu y,"
American 1 f Ps iat , CXV (Nov er , 1958),- 385.
2 Lb i.d , , p. 390.
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symptoms of all kinds than the no-disease group
including a large number of anti-social sYmptoms.
2. More areas of function were disturbed in the
pre-schizophrenic child than in the child who in adult
life had no psychiatric disease.
3. As adults the schizophrenics have a higher
rate of mental hospitalization than the no-disease
group.
4. The schizophrenic adults have a higher arrest
rate than the no-disease group .. The schizophrenics
are consequently often treated as criminals rather
than mentally ill persons. l
Masterson reported in 1958 on a second paper
relating to an original follow-up study completed in 1956.
Although ln his first paper he examined the results with
schizophrenic patients, in the later study he examined
adjustment patterns relating to the psychoneurotic and
psychopathic personality groups. For the psychoneurotic
he computed a percentage of success at 94%; (32/34) and
psychopathic 11120 or 55%. These figures were from a total
2
number of 153 adolescents, 12-18 years of age. Masterson
found for the lesser disturbed groups the following data
were unrelated to outcome: age; length of onset of problems;
precipitating factors; abnormal physical findings; family
history or emotional illness; social adjustment; length of
hospitalization; EEGs; and "neuropathic" traits (early
developmental disturbances such as sleep disturbances, nail
lIbid., p , 391.
2J. F. Nasterson, "Prognosis in Adolescent Disorders."
American Journal of Psychiatry, CXIV (June, 1958),1102. "
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biting and enuresis).
Another interesting finding was that response to
psychotherapy was apparently unrelated to outcome for both
1groups. Mixed results occurred with the following
variables in terms of outcome. First, with respect to
response to treatment, it was observed that rapid improvement
without r-e La pa e was related to positive outcome in the
psychopathic group. In the psychoneurotic group, no
relationship between outcome and response to treatment was
indicated. Second, ln terms of result upon discharge,
Masterson observed, as could be expected, that the large
majority of psychoneurotics and psychopathies were improved
upon discharge, and any patient unimproved at discharge
would likely have a poor prognosis. Third, in terms of
subsequent success, it was observed that for the psycho-
neurotic group the great majority were able to continue
their lives without "hospitalization or substantial
.i.ncapac i.tat i.on't . The psychopathic patients varied greatly
from recovery to substantial incapacitation. 2
Hamilton (1961) studied 100 male adolescents with
follow-up. The subjects, between the ages of l~ and 18,
were admitted into a psychiatric facility in New York over
1 .Ib1.d., p. 1101.
2I b i d•
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1
a period of ten years. The group represented consecutive
admissions from 1946 to 1956. Hamilton found several
trends. He observed that stress was an important
precipitating factor for hospitalization when linked with
background of inadequate personality adjus.tment dating
back many years. He observed "acting out be.havLorv"
including stealing, aggres.sive rebellion agains.t authority,
and assaultiveness (particularly toward the mother) was
common in both psychopathic and schizophrenic groups which
90° f h b' 2made up ~ 0 t e su ]ects.
Hamilton believed successful treatment mus.t
include not only dynamic oriented psychotherapy but also
a broad program directed toward group participation and
socialization. A hallmark for males was the opportunity
to develop a positive male identification through group
exper~ences. Hamilton further noted succes.sful treatment
of the subjects in the psychiatric hospital was a function
of the Hteachability of the parentsl! By this. Hamilton
meant a certain capacity to respond positively to
therapeutic intervention. Overall, Hamilton computed a
basic success rate of 66%.3 No definitive criteria were
located in the study which were related to "s.uccess".
lD.M. Hamilton and others, "Res.ults of Mental
Hospital Treatment of Troubled Youth," American Journal
of Psychiatry, CXVII (November, 1961), 811.
2I b i d., p , 816.
3I b i d.
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In summarizing the major points of Hamilton's
findings, variables relating to success include: a good
intellectual endowment, llteachability" of the parents,
and availability of a "transitional" phase which Hamilton
defines as broad community contacts to "secure" rehabil-
. t. 1l.ta J.on. In terms of negative variables, Hamilton noted
early problems with the parents was definitely a
negative variable. For example, he noted 90% of the
subjects' parents failed to provide harmonious family
settings. 2 This was capped with the absence of a father
figure which Hamilton felt seriously affected the child's
later development. Another related variable was what
Hamilton defined as an "immature mother". Such mothers,
according to Hamilton, tend to be excessively seductive
or simply indulgent with the sUbjects. He observed the
children he studied frequently experienced physically
traumatic childhoods culminating with disturbed relation-
ships with peers and others. Thus, another negative
variable was related to subject's gradual withdrawal and
subsequent failure to mature emotionally and to socialize
3properly.
Hamilton's assessment of potential for improvement
IHamilton and others, p. 815.
2I b i d., p. 811.
3I b i d .. , p. 812.
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was based in part on a sociopsychological view of the
child at early infancy or childhood. Such experiences
seemed to have a great impact upon the subsequent
adjustment of the child. l
Overall, Hamilton concluded that the child's
strivings for emancipation and movement toward adulthood
were important events, and if not handled well by the
family could result in subsequent problems for the child.
Moreover, youths helped most were those whose families
2
were involved with them in understanding their problems.
Annesley (1961) studies 362 patients admitted to
an adolescent unit at St. Ebba's Hospital, England. All
subjects were admitted between 1949 and 1954 and followed
up for at least two years. For this study Annesley
identified four psychiatric diagnostic groups among the
youths admitted into the hospital. These included: the
behaviorally disordered; the schizophrenic group; the
neurotic group; and the affective disordered group. For
each of these diagnostic classifications he proceeded to
develop tables spelling out in detail information such as
recovery rates, outcome and family history, outcome and
sex gender, outcome and IQ, and outcome and EEG testing. 3
lIbid., p. 811.
2Ibid., p. 816.
3p. T• Annesley, lIPsychiatric Illness in Adolescence:
Presentation and Prognosis,lI Journal of Mental Science,
eVIl (1961), 269.
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For the above diagnostic groups Annesley computed
recovery rates. No definition of "recovery" was included
in the article, however. Nonetheless, he reported the
following recovery rate percentages for each of the groups:
behavior disorder, 60%; schizophrenic, 42%; neurotic, 91%;
and affective disorders, 93%. These percentages included
clients evaluated as not only recovered but also improved
in their functioning.
Annesley noted the behaviorally disordered group
accounted for half the admissions. The most valuable
guide to prognosis was the nature of the symptomatology
manifestation. When isolated symptoms occurred, while
serious in themselves, they were not as significant
prognostically as symptoms which occurred in combination
with one another. l For instance, he observed when
stealing occurred in isolation it was not as prognostic
of poor outcome as when stealing was accompanied by
another symptom such as pyromanla. Other related symptoms
in this general area included violence and truancy.2
Schizophrenia accounted for 25% of the admission
diagnoses. In his study about 20% of the schizophrenic
youth recovered or improved compared to about 33% recovery
for schizophrenic adults. Again, in terms of the
schizophrenic group, neither heredity nor other background
lIbid., p , 272.
2 I b i d., p , 278.
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data had an influence on outcome. The most prognostic
factor was sex gender. Twice as many females as males
made a complete remission. l Annesley could not
differentiate results gained between psychotherapy and chemo-
therapy. Additionally, he observed the outcome in
schizophrenia was typically worse at follow-up which tended
to confirm the seriousness of this condit ibn and its
poor response to psychotherapy and other forms of inter-
vention.
Neurotic and affective disorders accounted for
25% of the admission diagnoses. Generally both these
diagnostic groups responded relatively well to intervention
except in those few instances where they apparently had
, d i d 2been mlS lagnose .
In summary, Annesley found few prognostic indicator s
in his study. His strongest statement in terms of
prognosls came with respect to multiple symptomatology
onset. Insofar as the variables related to the current
study are concerned, there are no comparable data except
length of hospitalization which was non-prognostic according
3to Annesley.
Beskind (1962) provided an overview of lssues and
concerns dealing with the in-patient treatment of adoles-
lIbido
2I b i d.
3Ibid., p. 271.
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cents ~n both hospitals and non-hospital settings. He
has not completed a long-term follow-up study as such but
what he accomplished wasta bring into focus a number of
the concerns around disordered youths placed away from
home.
Much of his paper is concerned with a primary
issue of the day, whether to place the disturbed adoles ....
cent with peers or to place him/her in an adult ward.
The pros and cons of the practice were reviewed by Beskind
in some detail. He concluded that the Ita d o l e s c e n t - a d u l t
wards with the development of specific programs offer a
more positive therapeutic or management approach to these
same problems" ..••1 He suggested the reasons for
establishing adolescent-adult wards center around the ego,
supportive, control and integrative functions that adult
figures might have. With this issue resolved for Beskind,
he then moved to an examination of clinical experience ~n
dealing with adolescents on an in-patient basis.
Beskind reviewed the Carter, Masterson and
Annesley study and noted Il s t r i k i ng similarities between
the three reports". First, he noted reports of improvement
at discharge were quite different from long-term follow-up
with respect to the schizophrenic disorders. The major
implication for Beskind from this statement is that
lH. Beskind, "Psychiatric Inpatient Treatment of
Adolescents A Review of Clinical Experience," Comprehensive
Psychiatry, III (December, 1962), 359.
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researchers must question carefully discharge or short-
term follow-up results if used as the sale criterion of
therapeutic effectiveness of residential or in-patient
care. Beskind further noted there is little evidence of
deterioration in the follow-up results for the affective
disorders, psychoneurosis or psychopathic disturbances. 1
He noted further:
. . . A survey of discharge results from other
adolescent treatment units reveals that most authors
have the same experience. Generally, 65-75 per cent
of patients show symptomatic improvement at time of
disc~arge regardless o~ diagnostic category or thera-
peutlc approach. . . .
Second, Beskind focused on the similarity of
follow-up results when he suggested "that the differential
effect of varlOUS treatment modalities was not critical
in the long-term course of the illness. 3 This is
an interesting conclusion for Beskind inasmuch as the
three reports he studied represent different treatment
approaches ranging through custodial care, physical therapy,
to intensive psychotherapy. Beskind noted the sparsity
of systematic investigation into the problems of treatment
of adolescents in inpatient settings. 4 His view of the
relative similarity of follow-up results regardless of
diagnostic category may reflect a basic lack of assessment
1 I b.i.d , , p. 365.
2 I b i d .
3I b i d., p , 366.
4 I b i d., p. 367.
of the relevance of items which constitute the treatment
of children.
Weiss and Glasser (1965) reported a study of the
social adjustment of adolescents discharged from a
mental hospital which specifically treated mental disorders
of adolescents. They proceeded to study a group of 55
adolescents all of whom were discharged within a relatively
short time, six months, from the setting. The group was
about equally divided between males and females. Speci£i-
cally, the report attempted to survey in detail the
transition of the adolescents from the hospital to their
home community. The researchers set out to secure answers
to a number of specific questions they had encountered
in their clinical experience with the clients. l
The questions raised by the researchers included
the following. Is there a correlation between length of
hospital stay and transitional adjustment? Were those
youths discharged from the Day Treatment Program or the
Day Hospital Program able to make a smoother community
adjustment compared to those youth coming from the hospital's
adolescent unit? Did adolescents whose parents received
continuing support from the hospital staff after their
children were discharged fare better during transition
than those whose parents did not seek aid? Is the type of
IT. Weiss and B. Glasser, "Social Adjustment of
Adolescents Discharged from a Mental Hospital,1l Mental
Hygiene, XLIX (1965), 378-379.
illness, as manifested by onset, duration, and ward
behavior meaningful in terms of predicting post-hospital
adjustment? And finally, what issues are involved in
maintaining the continuation of growth and revitalization
outside of the hospital setting?l
The investigators set out to find the answers to
these questions through Obtaining post-discharge
information from contact with an adult member of the
child I S family. For this study they defined "transition II
as the period of time between six to twelve months
following discharge from the center.
Weiss and Glasser studied length of hospital stay,
whether the subject was discharged from the Day Treatment
Program or Day Hospital, with adjustment process during
the transition. The investigators were not able to
determine a significant correlation on any of the noted
. .. d . .. 2
varlables wlth adJustment process urlng the transltlon.
Insofar as continuation of psychiatric treatment
was concerned, less than half of the total group discharged
were involved in further treatment following discharge.
This included any type of treatment. This is a significant
finding because:
... for the most part, parents felt that their
problems with their children remained unchanged.
They reported difficulties in the general area of
lIbid. ,
2r .b i.d , ,
p. 379.
p. 381.
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adjusting to the patient's presence and concern with
his or her mental stability. . The majority of
the relatives interviewed felt that the patient had
not b~e~ able to idjust to family life during the
trans~tJ.on.. . •
Thus, although parents apparently were concerned about the
child, they were hesitant to seek further treatment.
The researchers then looked at the onset of the
child's "illness" and attempted to prognosticate adjustment
success for the subject. They found those youth who
experienced symptoms during adolescence or who became
symptomatic through an insidious development of the
symptoms were less likely to fare well during the transition
2phase.
Weiss and Glasser also found discharge status
was not likely to prove predictive. For instance, although
65% of the total group discharged were evaluated as
"improved" only one such subject could be rated as having
made a good "social" adjustment. Overall, they concluded
over thirty of the fifty were improved compared to their
h . I' . t 3pre- osp~ta ~zat~on s atus.
Another conclusion of these investigators was to re-
commend some type of an innovative after-care program that
lIbid., p , 382.
2Underlined as in the original text. Insidious
process is contrasted by Weiss and Glasser with what they
define as acute onset. Youths then who became symptomatic
during ado escence with an acute onset fared better
during the transition.
3Weiss and Glasser, p. 382.
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would attempt to deal with the parents' concerns relative
to their coping skills when the child returned home. This
recommendation 'i<\1a s made due to the striking absence of
t 1 · l' . .. 1paren a· ~nvovement ~n treatment actlvlty.
This study did test a number of questions which
pertain to the current study especially length of care,
prediction at discharge, and the concept of "transition".
Although length of care is directly comparable, the concep-t
of prediction at discharge is dissimilar inasmuch as a
formal instrument was not employed in the Weiss and Glasser
study. The concept of a "transition stage back to the
community" is viewed as an attempt to focus in on the discharge
time of adjustment for the child.
Warren (1965) reported the results of a follow-up
study involving 157 SUbjects. The follow-up included SUbjects
discharged up to six years. In this study Warren examined
a number of variables and related them to the discharge
course. His findings suggested there was no correlation
between outcome and length of pre-admission lIillness",
socioeconomic status of the family, physique, maturity nor
level of intelligence (except for what he describes as
"sub-normals"). For those who had been diagnosed as having
a psychotic disorder and other severe disturbances, they
tended to have a poorer outcome than what Warren described
as the neurotic and mixed neurotic groups. Put another way,
lIbid' 1 p. 384.
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those who were less disturbed tended to have a better
. 1 . 1prognosl.s. Those, however, who were still serl.OUS y
disturbed at discharge tended to remain quite disturbed
at follow-up. Warren noted the prognoses made at discharge
showed numerous disparities and generally:
. . • they tended to be too pessimistic for the
neurotic disorders groups, but in the psychotic
disorders group most cases did badly, regardless of the
prognosis given.. 2
Warren was able to identify age as a significant factor
in outcome. Those subjects under 14 1/2 years at
admission did significantly better than subjects above that
3
age. He was also able to report for the less disturbed
groups (neurotic disorders) the females as a whole did
better than males at outcome. The difference in proportion
for this group was significant but not significant for other
4-groups.
This particular follow-up report had an interesting
format for reporting on the follow-up period with subjects.
A "Record of Psychiatric Illness During Follow Up Period"
was developed which listed diagnostic categories with two
other variables: severity (of illness) and continuity. The
1W. Warren, "A Study of Adolescent Paych.ia t r i,c
In-Patients and the Outcome Six or More Years Later: II
The Follow-Up Study," Journal of Child Psychology and
Psychiatry, VI (1965), 159.
2I b i d.
3 .Ibl.d., p. 154-.
4 I b i d.
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"continuity" variable was, l.n turn, broken down into time-
frames specifying the onset of the "illness" from point of
discharge. For example, the author had the variable broken
down into "early", "intermittent", "continuous" and
"unknown". Warren then examined cases at follow-up and
placed the subject into a respective category. He then
proceeded to report the percentages of each diagnostic
category which fell into the different classifications.
For instance, with psychotic disorders, 89% had serious
illness during the follow-up period and with 75%, it was
continuous.! This format represents an attempt to identify
with respect to time from discharge the onset of further
interpersonal problems for the subjects. Specifically, it
focuses upon the nature of the subjects' "symptomatology"
and its duration and intensity.
Overall, Warren computed a 68% success rate for the
neurotic group, 54% for the mixed conduct and neurotic
group, 44% for conduct disorders and 26% for psychotic and
other disorders. 2 These percentages were for his classes A
and B defined respectively as "requiring no psychiatric
treatment and no anti-social record" and Grade B, "requiring
treatment from a non-specialist and/or court appearance or
probation only". Both of these classes were the highest
lIbid., p. 143.
2 •LbLd ., p , 149.
4-7
1
adjustment classes for this study.
Beavers and Blumberg (1968) reported a follow~up
study involving 47 sub jects discharged between September,
1960, and May, 1966, from an adolescent unit at a
psychiatric hospital setting. All subjects were under 19
years of age during their hospitalization. All had been
in the hospital for at least ninety days. The average time
between the discharge date and follow-up was 29 1/2 months.
2All subjects had been discharged between 1-5 years.
Beavers and Blumberg noted a rationale for their research
was to improve treatment of adolescents:
. . The usual way of improving treatment methods
is to measure treatment results and relate methods used
to these results. In the case of adolescent treatment
this is extremely difficult. . . becau~e no one treat-
ment method is used exclusively....
They reached several conclusions in this study.
First, their hospital moved from treatment of organic and
chronic schizophrenics to acute schizophrenics and character
disorders. Second, the psychotic adolescent stayed in the
hospital somewhat longer than the lesser disturbed
adolescent (non-psychotic). Third, there were no further
hospitalizations for the non-psychotic subjects, but almost
half (12 of 26) of the psychotic patients had been rehos-
lIbid., p. 148.
2W.R. Beavers and S. Blumberg, "A Follow-Up Study of
Adolescents Treat in an In-Patient Setting," Disordered
Nervous System, XXIX (September, 196B), 606-607.
3. 606Lbi.d , , p. .
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pitalized during the follow-up period. No data were located
which identified time from discharge for the noted
hospitalizations. Fourth, individual treatment following
discharge appears to be positively correlated with good
results in the "acute lf schizophrenics and in the "behavior
disorders", with 80% of these patients improved. The
researchers were impressed with the relationship of these
variables and noted that, in part, the high positive relation-
ship may be attributed to the uniqueness of their setting
wherein psychiatric residents would follow the subjects
after discharge. Apparently the high degree of continuity
and message of care and concern was helpful for the former
patients. l Next, the reasonably good results with the acute
schizophrenic group and the character disorder group
encouraged the authors to believe the hospital environment
can definitely assist in ego building for subjects and
stimulate a positive social rehabilitative process.
With the schizophrenic group of subj ects 'the
investigators reported an improvement rate of 62%. With the
character disorder group they reported an improvement rate of
69%.2 They observed that, based on their experience and
comparison of their results with other follow-up studies,:
The data presented ... offer some tentative
support for the concept that better results are obtained
in a hospital unit which has a spec ic program for
IIbid., p. 609.
2I b i d.
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adolescents and that the usual high staff-patient ratio
found in such units is effective in producing a greater
percentage of favorable results t~an treatment without
such a specialized program. . . .
The above statement was made by the investigators
after statistical tests of significance were made on the
different outcome results from a number of prior follow-up
studies.
Allerhand, Weber, and Haug (1966), focused upon a
group of fifty boys who had been at Bellefaire during a
three and one-half year period, 1958-1961. All subjects had
been in residence at least six months. The follow-up took
place two years after discharge when they were, on the
average, about 18 years of age.
They set about to describe the "fate" of these boys
at the time of follow-up. The design of the study included
obtaining data at four points in time: at three intervals
during the institutional stay, three months, fifteen months,
at discharge and finally, at the follow-up two years later.
All but a few children made some role progress. Age
made a difference in terms of institutional adjustment. 2
Younger children at admission were more likely to show
consistent change toward adequacy than older ones. Progress
was not unified and the researchers observed that the area
Allerhand and R.E. Weber, Adaptation and
Bellefaire FOllOW-U~ Study (New York:
League of Ame~ican, 1966 , p. 3.
lIbid. ,
2M.E.
~daptabili ty :
Child Welfare
p, 610.
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of least progress was with the peer group and school.
Additionally, the progress obs-er-ved was not constant and SOme
regressions occurred.
Although the study indicated that generally the boys
were functioning well at Bellefaire, these measures of
functioning were not solid indicators of their functioning
after discharge:
Perhaps the most striking finding of the study is
that none of the measurements within Bellefaire of
performance at discharge, either in the casework or in
cottage and school roles, were useful in themselves
in predicting postdischarge adaptability and adapta-
tion. 2
The researchers found that in a stressful community
situation the gains during the institutionalization tended
to break down, whereas in a supportive situation, these
strengths tended to be shored up.
Allerhand and associates identified several findings
from their study. First, the youths who entered before the
age 13 evidenced the greatest growth in areas of adequate
performance in school, cottage and in the relationships
with adults, peers and tasks. In part, they thought the
growth might be related to the more serious disturbance
patterns of younger children who were institutionalized. 3
Second, most boys with high potential at admissjon
displayed adequate role performance in all areas by the time
lIbid., p , 140.
?
"Tb.i.d , , p , 138.
':J
"'Ibid.
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of discharge. Many with lower potential were able to adapt
to the institution and make gains particularly with respect
to the cottage and interpersonal relations with adults. l
Third, growth was not constant and there were wide
swings in performance.
Fourth, the youths tended to adapt more successfully
to the cottage and less well to school settings. The
researchers believed this was related to the differences
in structure and space. That is, they did less well in
school, which is more bound flby the norms of societyfl. 2
Next, the investigators concluded that an internally-
oriented approach to the child's problems is inadequate ..
They recommended the community be brought into the institution.
The objective here was to increase the social demands upon
the child through accelerated exposure to community
experlences. This included not only such services when the
child was In the institution but aftercare service as well.
Aftercare services were strongly recommended. 3
Allerhand et ala found the length of institutional
care was not significantly related to the adequacy of post-
institutional adaptation. Thus, the child who stayed longer
did not necessarily develop more adequate adaptation.
point out the presence of the child in the institution
lIbido
2 .LbLd , , p . 139.
3
LbLd , , p . 148.
They
S2
should be viewed as an enabling step lito the external
environment", not as a lfprogram designed to make the child
1
learn how to live" within the setting.
Overall, the authors computed a 74-% level of success
based upon adaptation to the comro.unity (37/50). The
concept of adaptation was extensively defined and developed
for purpos?s of this study. They evaluated 57% (28/50)
in their adaptability Ca lfstate of readiness to meet demands
on a selective basis lf).2
King and Pittman (1969) reported on a follow-up
study involving 65 subjects admitted to a psychiatric
hospital setting between July, 1959, and June, 1960. These
youths were then contacted in 1966 and 1967 to determine
their current status.
The central focus of this study was to utilize a
sophisticated approach to compare initial diagnostic
statements regarding clients with later diagnostic state-
ments made at the time of the actual follow-up. One of
the investigators, a psychiatrist, made initial psychiatric
diagnostic statements regarding the subjects, and the second
investigator, also a psychiatrist, proceeded to make
diagnoses of the clients at the time of follow-up. Generally,
psychiatric interviews were utilized for the second diagnosis.
1
Ibid., p. 14-5.
2I b i d., p . 115.
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Actual follow-up interviews were obtained in 56 or 86% of
1the cases.
The process involved the "follow-up" psychiatrist
not seeing the former patient's charts nor knowing anything
about the initial diagnosis. A list of descriptive items
for various diagnostic categories had been developed by the
researchers and was published with their article. The
list of criteria were used in the follow-up diagnostic
2procedure.
Another procedure was to provide "typological ll
diagnoses for each of the former subjects. The typology was,
in effect, a broader band of psychiatric symptomatology.
For instance, they classified all subjects into four
specific groups: psychotic, behavior disorder, neurotic and
undertermined. 3 From this classification, the second
4
psychiatrist was able to predict 40 or about 67% sL~ilarity.
The rationale for utilizing the typology diagnosis procedure
was clarified as follows:
These diagnoses (typological) provided a different
perspective for assessment of presenting a clinical
picture which could be evaluated for prognostic value
and made possible comparison with other studies using
11. King and G.D. Pittman, "A Six Year Follow-Up
study of 65 Adolescent Patients: Predictive Value of
Presenting Clinical Picture, " British Journal of Psychiatry ~
CXV (1969), 1437. -
2 .Ibld., p. 1140.
3Ibid., p . 1438.
4
Ibid., p. 1440.
, 'I . 1S1.Jn1 ar categor1es.
Apparently the percentage was not higher, though one would
expect this due to the more restricted categories and
hanz i ttl f ,+.2c g1ng symp oma.o ogy or some pat1en ... s.
Another component of the study was to utilize the
diagnoses offered as "prediction of recovery". Based upon
the criteria for describing criteria for diagnoses spelled
out in the study, the investigators arrived at a predictive
factor of 79%. This meant they were able to predict
recovery or chronicity in the follow-up group at this per-
centage. This statement was made only for the diagnostic
procedures not for the "typological" process. 3 Thus, they
conclude the diagnostic categories for this study as applied
to this group of subjects proved stable and predictive of the
future status of the subjects.
Hartman, Glasser and Herrera (1969) reported on a
follow-up study involving 55 subjects hospitalized for mental
illness during adolescence and then evaluated five years
after discharge. The group of 55 adolescents studied
represented the consecutive admissions to a mental health
hospital (1959-1961), The subjects were between 14-17
years of age. All were white; they were evenly divided as
to sex. About 50% were middle or upper class, and half
lIbid., p . 1438.
2 •Ib1d., p , 1440.
3I b i d.
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were lower class. Twenty-four were diagnosed schizophrenic
at admission; the others received a wide variety of differ-
ent diagnoses. l It is interesting to note that this was
one of the few follow-up studies reviewed thus far where
emphasis was made on working with the child's family.
All families were interviewed by social workers;
in over half the cases the mother, and occasionally,
the f a t her , met regularly with a social worker through-
out the patient's stay in the hospital. 2
At the time of follow-up, a written description of each
subject's situation and status was made as well as analysis
of the following areas: family relationships, peer
relationships, and school and work. Additionally, the
subject was also rated as to overall adjustment and change
(improvement). A researcher proceeded to contact the
subjects or parents, relatives and other sources.
In terms of findings, the researchers began by
noting the group as a whole at follow-up averaged 22 1/2 years
of age. Over 50% of the group had one or more mental
hospital readmissions and the investigators noted those
. . . . 3" .that dld not have a rehospltallzatlon appeared to be uSlng
their homes as small psychiatric institutions and their
1+family members as caretakers".
1E.Hartman, B. Glasser and L. Herrera, "Adolescent
In-Patients: Five Years Later," Seminars in Psychology, I
(February, 1969), 66.
2I b i d . , p. 67.
3I b i d . , p . 68.
1+
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The researchers then turned to the question of
prognosis. They proceeded to utilize 60 demographic
variables describing each patient before admission, 16
variables describing the character of the illness and 38
variables describing the patient's hospital course and
treatment. Each of these variables was related to the
outcome at follow-up. At the time of the follow-up ratings
of good, fair, poor, improved, no change, or worse were
ascribed for each former patient.
The authors then examined prognostic factors for the
group of subjects. Almost none of the "history" or "pre-
hospital" variables was able to predict outcome. There
were a number of variables the authors described as "weakly
related to outcome"l which included "full sibling order:
oldest (-l". That is to say, a negative correlation related
to outcome. "Leadership in peer groups: rarely or never
(-)," and "history of enuresis (bedwetting) (-l" and "psycho-
therapy before hospitalization: none (+);" "psychotherapy
over eighteen months (-l." It is interesting to note that
variables "unrelated to outcome", either positively or
negatively, included "age at hospitalization", and "family
lllWeakly related to outcome" implies a trend of
relationships in the same direction with the outcome
variables, with several X2 results significant at p<:.05.
"Definitely related" implies a stronger trend of relation-
ships in the same direction, usually with two of the five
X2 results significant at p~.OS. (+) means related to
good outcome. (-) means related to poor outcome (p. 71
of the Hartman, Glasser, and Herrera study).
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relationships". 1
Only a few of the lIinhospital" variables showed
definite relationships. These variables included: "pre-
cipitating event; clearcut external event (+);" "confused
on admission: no (+);" "defense against infantile
objectives: regression(-)." The last variable was
carefully defined by the authors to mean that those
adolescents who regressed to earlier childhood patterns
or who generally refused or were unable to give up infantile
ties to the parents generally could be expected to be
associated with a negative outcome. Another variable
definitely related to outcome was "length of stay: over
18 months (-)". The investigators indicated that those
youth requiring care over that period of time were probably
more acutely disturbed and thus, the prognosis over the long
haul would be more pessimistic. 2
"Weakly related to outcome" included "therapist-
administrator split: no split (+)", "group therapy:
21 or more meetings (+)," "duration of drug therapy: no
drug therapy (+)," and "mother and father seeing social
worker together: no (+)." The last finding is surprising
as it suggests that when the parents are not being seen
together a more positive outcome is effected at follow-up.
Still related to in-hospital variables and "not
1Hartman, Glasser and Herrera, p. 70.
2 I b i d . ) pp. 73-74.
related to outcome" are the following variables: "longest
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stay on the ward", "discharged where," and lItherapy after
discharge". It is interesting to observe that variables
relating to parental participation in therapy were
"unrelated to outcome:" "father in group therapy," "mother
in group therapy," "mother and father in same group,"
"father's visits with social worker," and "mother's visits
with social worker". The variable !lfrequency of family
visits" was tested with this study and was also unrelated
Ito outcome.
The investigators observed that among the many
psychotherapy variables tested, only length of group therapy
was definitely related to outcome. In the hospital
setting the group therapy procedure was optional. Thus,
the authors speculated that those who would enroll for
group therapy may have been doing relatively well anyway on
the ward and comprised a higher functioning group of subjects.
Generally, however, they believed that further exploration
of this area would be important since they tended to
believe group therapy was uniquely useful in enabling
adolescents to discover the universality of some of "their
more frightening feelings and impulses".2
Another variable that received considerable discussion
lIbid., p . 73.
2. 74-Eb Ld , , p . .
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in the paper concerned 't.he "pr-e-ehospita.L" variable de-
scribing activity in peer groups before admission. The
variable was "weakly related to outcome". However, the
researchers noted that subjects rated as being "at least
a sometimes leader" in peer relations before admission,
usually at ages 10-15 years, were still functioning best in
the social area at ages 22-23. They noted this finding
contrasts sharply with the findings In other areas of func-
tioning, in overall functioning and in "change" ratings,
all of which tended to show great variability over the
years. They concluded that constant factors involved in the
ability to establish peer relationships may be developed
as early as puberty and may tend to change very little even
1through the storms of adolescence.
These researchers were profoundly moved by the
findings. They clearly felt an overall pessimism that was
not related to the final ratings but which concerned the
feelings of despair and hopelessness which they picked up
through SUbject contacts. The final ratings for the study
in terms of floverall level of functioning" were "good: 12
(25%), fair: 19 (40%), poor: 16 (35%)". The total number
2
was 47. One of the interesting observations made concerns
the area of family relationships. They observe that the
group as a whole apparently was doing best in terms of
lIbido
2 •
I b Ld 0' P 0 6 9 0
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"family relationships" at follow-up. They observe that:
The interview material makes it clear that much
severe pathology was masked in this area (of family
relationships) since the family, unlike most other
institutions of society, is able to adapt to the 1
patient rather than demanding adaptation from him.
In the cases cited by the investigators, it is
apparent the families had adjusted to the odd hours, strange
life patterns and "restricting sYmptoms" of the youths
after they returned home. Nevertheless, apparently the
families saw some improvement.
In their final comments regarding the study, the
researchers thought that their treatment program would
require modification to include further services to the
adolescent to smooth transition discharge to the community.
However, they concluded by writing that notwithstanding a
number of changes that could be made to their program, they
were pessimistic about adolescent treatment. They noted
their treatment program was only marginally successful even
though it was using the most modern methods of treatment and
was adequately funded. They observed that perhaps most
adolescents sufficiently disturbed to require psychiatric
hospitalization, even though they may appear relatively
healthy In ways, may have undergone damage "too deep to be
greatly altered by any of the methods currently at our
disposal".2
lIbid., p , 75.
2I b i d .
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Levy (1969) completed a follow-tip study of 100
children and adolescents treated a residential treatment
setting. He proceeded to follow up on the subjects who
were at the!l'1enninger Foundation f s Southard School between
the years 1945-1960. A total of 113 SUbjects was discharged~
and Levy was able to make contact with 100. He was able to
report an 88.5% follow-up. Of the total 113 patients dis-
charged there were 83 boys and 30 girls. At admission their
1
ages ranged from 5 to 1.5 years. Most of the children
admitted were experiencing severe emotional disturbances.
Contact was made by telephone and letter. The inves-
tigator noted use of the telephone for follow-up studies was
desirable because of nthe depth of the interview and the
sense of validity at.tainable in a telephone corrtac.t v, Levy
proceeded to contact the former subjects, relatives and/or
families for data.
One of the unusual components of this study was the
survey of "subject's life patterns". Of the 100, about
31+% are living lives which the author describes as "ordinary",
such as married well, regularly employed, professionally
trained, responsible, and content.
Another 21+% seem to have made marginal adjustment
along these lines. Seven patients, although apparently
able to function independently, are more "actively peculiar".
1E.Z. Levy, "Long~Term llow-Up of Former In-
Patients at the Children's Hospital of the Menninger Clinic,"
American Journal of Psychiatry, CXXV (June, 1969), 1633.
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were still
made a change Eleven were chronically
were
settings} are
institutions;
1
in penal
the f S educational attainments,
there are M.D. f S , nine .8. degrees 1'. 19
bachelor eight were in high school, and
another> college. Insofar as marital status
was cc~n<:;eJr'ned, 25 were happily married" seven unhappily
married, 12 divorced, five married twice,. f married
three or more ti.mes,. and if 5 apparent . d 2never mar-r-a.eo ,
terms of careers" there were sixteen pr-ofe s e Lcne.Ls ,
eleven white-collar thirteen houseHives.
60 of the lOG were self-supporting. Eight poor
3
work histories, and eight never really worked.
Sixteen subjects had IQs below 90. For those with
IQs below 90 only four of these subjects ever achieved
ordinary or marginal ad j u s tmerrt, The IQs of most of th e
4
chronically ill patients were low also.
In terms of psychological outcomes for the group,
the researcher thought that in general, outcome seemed to
follow the "prognostic implications of the original diag-
1
Ibid.,. p , 1636.
2I b i d .
3
Ibid.
4
Ibid.
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nostic statements". For instance, those patients
originally diagnosed as schizophrenic or experiencing a
psychotic reaction of childhood, especially those with low
IQs, tended not to do well as could be predicted from the
diagnosis. The exceptions to this statement appeared to be
those subjects who did not seem so seriously disturbed ..
Levy attempted to integrate the characteristics of
the subject who was most likely to do well. He classified
this patient as the person who was attractive, likeable
(to someone), intelligent, verbally facile, unaggressive,
and possessed a "good patient" profile. l
He identified 28 patients as having completed treat-
ment. Of this group, 85~ were In the ordinary or marginal
adj ustment groups. Another 30 patien-ts were terminated due
to " institutional reasons". Examples of such discontinuance
would include overt aggressiveness and lack of response
to treatment procedures. Of the group terminated for
"institutional reasons", only 33% were in the ordinary of
marginal adjustment classification. Families terminated
the treatment of 25 patients, and of this group, 58% were in
the ordinary or marginally adjusted category. Another 17
subjects were short-term cases whose ultimate adjustment
2patterns were apparently comparable to the long-term cases.
Levy believed overall about half the patients were
1 .Ibld., p , 1637.
2 .Ibld.
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helped by removing them from a destructive situation to a
more benign situation. Further, he felt counseling or
psychotherapy procedures were helpful to that group of
patients who needed the structured qualities of the hospi-
tal the least. The follow-up indicated few of the subjects
reported their psychotherapy as the one thing they felt
helped most. A critic reviewing the Levy article observed
this stance from former child patients was not unusual
inasmuch as the frustrations of the therapy experience
often overshadow the feeling of relief at being understood
. 1for some tlme.
Levy concluded that the agency was able to obtain
follow-up data on former residents easily through using
telephone contacts. He cited the value of the follow~up
procedure as helpful to staff in assessing impact of program.
Garber (1972) studied 120 adolescents and set out the
following objectives for his study.
1. To determine the adolescent popUlation and its
hospital course.
2. To determine what has happened to former
adolescent patients and the status of their functioning.
3. To get some idea of their reaction and
utilization of the hospital and the adolescent program.
4. To extract variables from the hospit~l stay they
1 .Ibld., p. 1639.
65
would relate to current functioning. l
Insofar as the methodology of the study was
concerned, the researcher reviewed adolescent records and
abstracted data ona questionnaire form. This specific
study involved an interview with former residents of the
adolescent unit. In contrast to the Levy study, it was
observed that significant difficulty was encountered in
attempting to locate former patients. 2 Nineteen scales
were developed by the author which were designed to measure
all areas of current functioning and hospital stay. An
example of such a scale would be as follows: "employment:
degree of employment stability--very high to insufficient
information. ,,3 All subj ects at the time of the follow-up
interview had been discharged from 1 to 10 years.
In analyzing objective number 1 of the study, the
investigator complied a profile of the typical patient at
the.hospital. Generally, they described the typical patient
as being a 15 year old youngster, usually Jewish, upper
middle class, intact family, an only child or one of a
sibship of two, lengthy history of previous psychotherapy,
symptoms usually outward directed and brought to the
lB. Garber, Follow-Up Study of Hospitalized
Adolescents (New York: Bruner and Mazel 1972) pp. 11.
2 .Ibld., p. 53.
3 .Ebi.d , , p. 59.
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hospital directly from home. l
Male and female patients were compared. The
distribution by diagnostic categories revealed the male
adolescent was more disturbed on admission. Of the pSYchotic
group, 66% were male whereas only 33% of the neurotic g:r-oup
were males. In studying "condition at discharge", 90% of
the unimproved category were boys. From the examination of
variables In relation to condition at discharge the study
proceeded to draw contrasting profiles between the un-
improved and markedly improved group. The unimproved
profile is described by the following characteristics: 1.
male; 2. length of stay less than six months; 3. use of some
type of medications; and 4. lack of involvement with other
adolescents, staff and program. The markedly improved
profile is described by: 1. length of stay six to twelve
months; 2. use of medication--infrequent; 3. two-thirds
probability that the parents would be in treatment; and
4. marked involvement with staff, program, and other
2
adolescents.
Insofar as objective 2, current functioning, the
researchers divided the follow-up group into three divisions:
the high functioning group; the moderate functioning grOup;
and the low functioning group. Each of these areas waS
determined by the number of points the patients would
1 Ibid., p. 79.
2. .Ib1.d., p . 80.
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accumulate from the 19 subscaj.es , Of the group studied ~ it
was determined that 45 subjects were in the "higher
functioning group", or 39%; the "moderate functioning group"
included 46 former patients or 40%; and the "low functioning
groupll included 24 subjects or 21% of the total group. In
combining the higher functioning group with the moderate
functioning group, a total percentage of 19% is computed
for adolescents who were able to function in the community.l
"Rehospitalization" patterns were also studied for
the group. The researcher noted a surprisingly large number
of former patients, 38% needed to be rehospitalized. The
rehospitalized adolescent group was divided into three units
based on length of hospitalization. Short term hospitalization
was less than three months and included 12 patients (a
final number of 115). Moderate length hospitalization was
three through twelve months. This group included the largest
group, twenty patients. Long-term hospitalization was
over twelve months. Twelve patients were in this group.
It was observed by Garber -that there was a relationship
between the length of rehospitalization and the frequency
of hospitalization. Most of the short-term and moderate
length rehospitalizations entered the hospital only once.
Most of the long-term rehospitalizations had been in the
• 2hospltal more than once. Although fairly detailed re-
II .
.b i.d • ,
2 .Eb i.d , ,
p . 107.
pp. 101-102.
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hospitalization patterns wel'e included within this study,
no information was included which detailed the onset or
rehospitalization for various subjects.
In terms of objective 3 of the study, "to get some
idea of their reaction and utilization of the hospital and
adolescent program", data were obtained through a section
of the questionnaire dealing with the SUbjects views of the
hospital experience. Ninety-three of the 115 respondents
felt they had a positive experience in the hospital. l This
area was further broken down into an analysis of several
subcomponents of the hospital experience. For instance,
"reaction to therapist", "reaction to nursing care", "reaction
to adjunctive therapy", "reaction to school", and Itr e a c t i on
to management of day-to-day behavior lt • The findings related
to these variables are respectively: most of the subjects,
67%, felt they had a high positive relationship with their
therapist; about 80% had a high positive experience with
the nursing staff. The patients rated high positive 56%
in their responses to adjunctive therapy activities. The most
negative response was in relation to the school. Only
48 % of the respondents had a high positive response. Garber'
thought the school had a rather low positive response
from the adolescents inasmuch as many of the youngsters had
encountered difficulties in school before admission. In
terms of "reaction to management of day-to-day behavior",
1
Lbi.d , , p . 119.
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the area dealing with structure of the unit, rules and
regulations, 60% of the respondents rated this area as
. .. 1h1.gh pos1.t1.ve.
The final area of the study related "to the
extraction of variables from the hospital stay that would
relate to the current functioning" of the subject. Ther"e
were eight variables selected which were found to be
correlated at less than the .10 level. The variables
were: length of stay in the hospital; private and service
status; discharge diagnosis; condition on discharge;
optimism of the staff; involvement wi-th the adolescent group;
medication in the hospital; and involvement and interest
of the staff. Discharge diagnosis and involvement with
the staff were found to be significant at the p
2
.05.
Overall, Garber felt the two best predictors of functioning
at follow-up were medication in the hospital and involvement
and interest of the staff. Garber felt these two variables
were critical as the hospital staff would not prescribe
medication unless it were "a last resort". Thus, if a child
received medication in the hospital, it was typically a
sign of behavioral chronicity. Insofar as the involvement
and interest of the staff are concerned, Garber tended to
view this as a recurrent finding with clinicians. That is,
lIbid., pp. 120-128.
2
Garber, pp. 154-155.
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the involvement of the staff with a patient is usually seen
as a "transactional process" contributed to by both
patient and staff. l
Taylor and Alpert (1973) reported a follow-up
study with these objectives:
1. To assess how children were adapting after
treatment.
2. To examine discharge plans for the degree to
which they were specified.
3. To assess the degree to which postdischarge
environments were supportive or stressful.
4. To attempt to understand the relationship
between postdischarge environments and treatment.
5. To explore the reasons so~e children did not
respond to postdischarge service.
The 186 children selected for the study had been
In a residential program (Children's Village, Conn.) for
SlX months or longer. Of the 186, 75, or 40%, made up
the final sample. In order to assess the children a
modification of the Rosen-Burns Community Adaptation Scale
was utilized. Measurement of change during treatment was
made. Further, assessment of community support following
treatment was undertaken. The investigators then proceeded
to test four hypotheses for the study:
1. The greater the degree of continuity In post-
lIbid., p . 155.
2D. Taylor and S. Alpert, Continuity and SUDport
Following Residential Treatment (New York: child W~lfare
League of American, 1973), p. 50.
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discharge environment, the greater the degree of the
child's adaptation to the environment.
2. The greater the degree of support in the
postdischarge environment, the greater the degree of
the child's adaptation to the environment.
3. The greater the degree of preadmission adap-
tation, the greater the degree of postdischarge
adaptation.
4. The greater the degree of adaptation gained in
the institution, the ~reater the degree of post-
discharge adaptation.
From their study Taylor and Alpert determined the
factors most significantly associated with postdischarge
adaptation: the child's perception of family support
after discharge, and other factors which may be interpreted
as continuity of family support before, during, and after
discharge. Such "other factors" included early detection
of the problem, contact with professional helping agencies
before admission, parental visiting and involvement in
~reatment during care, and corrt.i.nu i ty of living arrangements
after discharge from care. Their findings supported
2Hypotheses 1 and 2.
Hypothesis 3 was not supported by the study. As
measured by the Community Adaptation Schedule ,the findings
suggested it is not possible to predict a "child's pos·t-
discharge adaptation on the basis of a given set of
preadmission characteristics". Although preadmission
1 I b i d . , p. 51.
2I b i d . , p , 50.
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characteristics were not related to outcome) there were
four characteristics that did show a positive relationship
to subsequent adjustment. These included--children whose
problems were not long-standing, children who were young,
children whose family situation had stabilized, and
children who had some prior knowledge of a helping relation-
ship. Such children achieved a higher level of adaptation
in their postdischarge environment than children to whom
these factors did not apply.l
Hypothesis 4--the degree of change children
achieved in residential treatment--was not significantly
related to postdischarge adaptation. Children who
attended on-grounds school showed a significantly higher
level of adaptation after discharge, but those who only
continued in therapy after discharge showed a significantly
lower level of adaptation. The investigators suggested
that family involvement had an overall positive impact on
adaptation:
The researchers feel that the findings of this
study indicate that increased work with families
as a unit is appropriate,and even ~reater emphasis
should be placed in this direction.
The next study reviewed was that of Davids and
Salvatore (1976). This study focused upon children at the
Emma Pendelton Bradley Hospital from 1953-1959. These
lIbid., p. 51.
2Taylor, p. 51.
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researchers described the philosophical backg~ound of the
hospital which appeared to be essentially psychoanalytic
with little effort devoted to changing symptoms.
A group of 325 patients admitted to the hospital
between August, 1953, and July, 1969, was the sample. From
this group, only 79 questionnaires were returned. Of these,
eight cases were eliminated due to "organic brain
dysfunction", leaving 71 cases, 56 males and 15 females.
The s~nple of 71 was composed of children with the following
diagnoses at the time of institutionalization: pass~ve
aggressive personality, 41 (57%); psychoneurosis, 7 (9%);
schizoid personality, 12 (17%); and childhood schizophrenia
11 (15%).1
The follow-up questionnaire focused primarily
upon assessing patient outcome through responses to questions
about further psychiatric treatment, institutionalization,
school adjustment, problems with authorities, work history,
overall emotional adjustment, and current symptoms of
2psychopathology.
A schedule was applied to each former patient's
case record noting the following information: psychiatric
diagnosis, and IQ upon admission and discharge, length of
lAo Davids and P. Salvatore, "Residential Treatment
of Disturbed Children and Adequacy of Their SUbsequent
Adjustment: A Follow-Up Study , 11 American Journal of
Orthopsychiatry, XLVI (January, 1976), 65.
2I b i d., p , 66.
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institutionalization, duration of psychotherapy, Sex
gender and professional disipline of therapists, duration
and kinds of drug therapy, EEG data, pare.ntal Lnvo j,vement
in casework and prognosis at time of discharge. Using
the parents' rating of their offspring's overall emotional
adjustment at time of follow-up, the former patients
were classified into the following three groups:
29 (41%); "fa i.r-" 22 (31%); and "poor" (28%).1
"good"
Insofar as preadmission variables were concerned,
Davids and Salvatore noted several items were significantly
different between the "good " group and the "poor" group.
One such variable was "argumentativeness". This variable
does differ significantly between the three follow-up
groups with very few of the most successful cases having
argumentativeness among their presenting symptoms. Another
variable concerned "peculiar behavior/thinking-troublesome
behavior of lying and stealing". Often children ma.nifesting
history of these behaviors at preadmission were more often
jUdged to be making a "poor" adjustment in later years. 2
No significant differences among the three groups
ln age at admission or age at discharge were estab1ished.
The groups did not differ significantly on the duration of
stay in the residential treatment center. However, it is
noteworthy that a greater percentage of the cases in the
lIbid., p. 67.
2I b i d.
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II good" adjustment category had parents who participated
in psychiatric casework while the child was in residence,
but this participation did not cause differences in the
f 11 t f h · . . . 1o ow-up sage 0 t e lnvestlgatlon. Further, it is
interesting to note in the follow-up "poor" category,
more sets of parents participated lD casework than for
the IIfairs" and "goods".
Other significant differences were found between
the groups on the following variables: the percentage of
cases showing "acting out" behavior was twice as large In
the poor adjustment category; and "disobedience" was
different between the groups. Related troublesome
behaviors were found much more frequently in the poor
adjustment group. These behaviors consisted of lack of
concentration, overeating, running away, sexual problems,
stealing, temper tantrums and being easily upset. Another
clearly differentiating rating is in the follow-up categor'y
of "work difficulties". None of the records of the group
rated "good" contained a single complaint of disobedience,
school failure, truancy, running away or work difficulties.
Other indices of adjustment revealed a higher
percentage of the poor adjustment group had undergone
further psychiatric teatment following discharge. There
were, however, no time frames indicated regarding the oc-
currences of rehospitalization. (Fifty-eight percent of the
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poor adjustment group had further residential psychiatric
care compared to 21% for the good adjustment group,,) About
90% of the poor adjustment group had experienced difficulties
with the police while only one member of the good adjust-
1
ment group had encountered such problems.
Finally, an attempt was made to relate the
prognostic ratings assigned at the time of discharge
(good, fair and poor) to the three categories of adjustment
found at follow-up. For the last variable then, an attempt
was made to examine the child's status at discharge and
relate it to eventual outcome. The finding here was that
professionals may be able to predict those child cases
destined for continued maladjustment, but were less able to
predict future good adjustment. The researchers recommended
this area as worthy of further study.
Table 1, page 83, summarizes the maJor findings
from this review as it relates to the variables examined
in the current study. In summarizing this information,
the variable age was specified and noted. Cameron (1950)
stated the child entering the residential-hospital unit
at age 14 or older has a higher probability for positive
subsequent adjustment than the child under 14 years of age. 2
Masterson (1956) tended to agree, but suggested the age
1 I b i d., pp. 68-69.
2Cameron, p . 113.
1100.
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would be IS years or older. l Weiss and Glasser (1965)
affirmed that onset before adolescence was generally
negative. 2 Conversely, Warren (1965) suggested age at
admission below 14 1/2 was better prognostically.3
Allerhand (1966) agreed but suggested the age should be 13
or below. 4 Taylor (1973) concurred that younger children had
a better outcome at folloW-up.S
Three studies suggested that age was unrelated to
outcome: Masterson (1958),6 Hartma.n (1969)7 and Davids
and Salvatore (1976).8 Thus, there is apparently little
consensus on the variable age and subsequent outcome.
The Hartman investigation (1969) addressed the
second variable--placement in foster parent care prior to
residential/hospital care--and the third variable--pre-
admission group care. Hartman found no relationship
between these variables and ultimate adaptation. 9
Living with parents before admission was studied by
lMasterson, "Prognosis In Adolescent Disorders:
Schiz.ophrenia", p. 113.
2Weiss and Glaser, p. 384.
3Warren, p. 154.
4Allerhand, p. 140.
5Tayler and Alpert, p. 51.
6
.Masterson, "Prognosis in Adolescent Disorders,", p.
7Hartman et al., p. 71.
8Davids and Salvatore, p. 68.
g
Hartman, et al., p. 71.
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Johnson and Reid (1947)1 and Hartman et al. (1969).2
Johnson and Reid noted most of the children who were in
the residential treatment center happened to be from "n on-
intact homes". However, this information was not directly
related to the current study since the current study was
concerned with the child's relationship with either or
both parents. Hartman concluded that living with parents
before admission is unrelated to outcome. 3
Frequency of parental involvement was examined as
a variable by a number of authors. ,Johnson and Reid (1947)
found a positive relationship between having parents
involved and eventual outcome. 5 Hamilton observed (1961)
that the "capacity of the parents", a trait he labeled
"teachability", was an important variable in terms of
6
outcome. In 1969, Hartman et al. studied this variable
and observed that in his opinion when both of the parents
b . . . f d 7were elng seen as a palr, a negatlve outcome 0 ten occurre.
IJohnson and Reid, p. 14.
2Hartman, et al., p. 71.
3I b i d•
4I b i d•
SJohnson and Reid, p. 19.
6Hamilton, p. 816.
7Hartman et a1., p. 71.
79
In the seventies most investigators--Garber (1972),1 Taylor
(1973)2 and DavidsC1976)3_-favored involvement of the
parents concomitant with the child's therapy. Thus, overall,
the material presented seemed to favor involvement of the
parents and suggested it as important for the child's
later adjustment.
Length of care and outcome was first mentioned in
the literature by Annesley (1961) who suggested it was
non-prognostic. 4 In 1965, Weiss and Glasser agreed. S
Allerhand (1966) similarly concurred that it was non-
prognostic. 6 In 1956, Morris, et al., noted that all
children in the hospital manifested some "hospital
improvement".? Hartman et al. (1969) suggested care
h . f 1 d .8over 18 mont s to be negat1ve or eventua a aptatlon.
He interpreted this to be the case since most of the acutely
1Garber, p. 70.
2Taylor and Alpert, p. 51.
3Davids and Salvatore, p. 64.
4Annesley, p. 271.
5Weiss and Glasser, p. 381.
6Allerhand and Weber, p. 145.
7M .orr1s,et
8Hartman,
al. p . 993.
et al. p . 73.
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disturbed tend to remain ~n care for longer periods of
time. Garber (1972) suggested care less than six months
related to a negative outcome. l Finally, Davids (1976)
indicated length of care was not related to outcome. 2
Disposition at discharge (where the child ~s headed)
received minimal attention in the literature. Masterson
(1956 and 1958) suggested any patient who was unimproved
. f' . 3at the t~me 0 dlscharge was likely to have poor prognosls.
J
In 1962, Beskind noted about 65-75% of the clients in
treatment showed "symptomatic improvement lT at discharge,
but no reference was made to patterns of adjustment for
different dispositions upon discharge. 4 Weiss and Glasser
found that discharge status was not predictive. S Hartman
et al. (1969) did study the issue directly and found it
. 6
non-prognostlc.
The first formal prediction schedules were found in
the 1966 Allerhand and Weber study. The instruments used,
however, were adjudged not helpful in terms of predicting
1Garber, p. 80.
2Davids and Salvatore, p. 67.
3Masterson, IT Prognosis In Adolescent Disorders:
Schizophrenia,1T p. 230.
4Beskind, p. 365.
5Weiss and Glasser, p. 381.
6Hartman, et al., p. 73.
50.
1440.
p . 140.
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adjustment. 1 The King study (1969), used only informal
psychiatric diagnoses as predictive tools. 2 The 1972 Garber
study utilized a formal schedule for assessing community
adjustment, but this schedule was not designed to predict
adjustment from the point of client discharge. 3 Taylor and
Alpert (1973) used a community adaptation schedule--the
Roen-Burns scale--and proceeded to test hypotheses based on
the case. This type of scale appeared to be particularly
helpful inasmuch as it did assess the levels of community
4
adjustment at the time of follow-up.
In terms of rehospitalization or incarceration
patterns, no study examined recidivism rates in terms of
occurrence time after discharge. Masterson noted in 1965
that those with "poor outcome" had a greater chance of re-
h ' I' . 5 d' 95 ' . ,oapata a z a't a on , an In 1 . 8, he noted that'psychoneurotlcs'
as a group within his study had fewer hospitalizations. 6
Hamilton and others (1961) noted contact after discharge was
important for the subject in terms of maintaining support
for the client,7
1A11erhand and Weber,
2 , P'Klng and lttman, p.
3Garber, pp. 176-185.
4Taylor and Alpert, p.
5Masterson, p. 230.
6I b i d., p. 1097.
7Hamilton, and others, p. 815.
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Weiss and Glasser (1965) observed extensive "transitional"
services may have a tendency to reduce the need for further
inpatient service in the future for the client group.l
Warren (1965) provided limited information on recurrence
of problems after discharge through examination of hospital-
ization patterns with different groups of clients. 2 Beavers
and Blumberg in 1968 provided similar information on client
3groups. Garber (1972) also commented upon percentages of
rehospitalization for various diagnostic groups.4
It was apparent from a review of the literature
that information was lacking in many areas relating to
this topic. What information was available at times appeared
to be contradictory and ambiguous. Certainly many variables
could have been chosen for the present study from a wide
array of possible topics. Those selected are important
since they are related to some of the conceptual issues
being debated at this time. The review here has examined
the child welfare model of residential treatment as well as
the psychiatric hospital model. Examination of both these
models of service provided a broad base upon which to
proceed with analysis of a specific follow-up group.
lWeiss and Glasser, p. 384.
2Warren, pp. 147-148.
3Beavers and Blumberg, p. 608.
4 Garber, p. 102-103.
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Warren Al1erhand and
1965 Weber, 1966
14.5 and younger 13 and younger
positive
Prognosis
and
Admission
Age
Positive
Prognosis
and
Pre-admission
Foster and/or
Group Care
Family
Status Before
Admission
Prognosis and
Frequency of
Parental
Involvement
Cameron
1950
14 and older
Taylor and
Alpert, 1973
younger child-
ren
Hartman et al.
1969
no relationship
Johnson and
Reid, 1947
85% from non-
intact homes
Johnson and
Reid, 1947
no relation-
ship
Garber
1972
involvement
is positive
Masterson
1956
15 and older
Davids and
Salvatore
1976, no
relationship
Hartman et al.
1969
no relation-
ship to out-
come
Hamilton et al.
1961, parents
should be
educated
Taylor
1973
involvement
is positive
Weiss and
Glasser
1965
after ado-
lescence
Hartman et
al., 1969
no relation-
ship
Taylor
1973
some relation-
to outcome
Hartman et
al., 1969
parents
meeting
social
worker as
a team,
regularly
Davids and
Salvatore
1976
involvement
is positive
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Length
of Care
Disposition
at Discharge
Prediction
Instrument
Used at
Discharge
Morris et al.
1956
all improve
with care
Allerhand and
Weber, 1966
non-prognostic
Davids and
Salvatore, 1976
no relationship
Masterson
1956
no improvement
at time of dis-
charge is
negative
Beskind
1962
65-75% show
sYmptomatic
improvement
at discharge
Masterson
1956
none used
Garber
1972
formal pre-
dictive scales
Annesley
1961
non-prognostic
Hartman, et al.
1969
over 18 months,
negative
Morris et al.
1956
most improved
for about a
year
Weiss and
Glasser, 1965
discharge
status non-
predictive
A11erhand and
Weber, 1966
formal schedule
Taylor and
Alpert, 1973
Rosen-Burns
Scale
Weiss and
Glasser, 1965
non-prognostic
Garber
1972
less than 6
months,
negative
Masterson
1958
no improve-
ment at time
of discharge
is negative
Hartman et al.
1969
no relation-
ship to out-
come
King and
Pittman
1969
psychiatric
i""terview
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Re-hospita1i-
zationl
Other
Conf"inement
Information
Masterson
1956
poor growth
increases prob-
ability of re-
hospitalization
Weiss and
Glasser, 1965
transitional
services are
positive
Masterson
1958
psychoneurotics
are usually not
re-hospitalized
War:r'en
1965
limited
information
Hamilton et al.
1961
contact after
discharge is
positive
Beavers and
Blumberg
1968
information
on
hospitalization
for various
groups
Garber
1972
information on
hospitalization
for various groups
Chapter 3
RESEARCH DESIGN AND METHODOLOGY
GENERAL DESIGN
This study required information focusing on four
stages in a client's adaptation process: 1) before the
client's admission to Orchard Place, 2) during his/her
stay at Orchard Place, 3) at the point of discharge and,
4) at the time of follow-up_ To collect relevant data
Orchard Place files on each subject were used to identify
preadmission information as well as data from the time of
residency at Orchard Place. For evaluation at the point
of discharge, an instrument entitled the Health and
Sickness Scale (HSS) was used. l To determine data at the
time of follow-up an existing structured interview
instrument 2 was modified for this study. This instrument
was used for interviewing subjects and parent(s), relatives,
or Department of Social Services personnel. Professional
lW.T. Miller, "The Adolescent in Residential
Treatment: A Twenty-Year Follow-Up Study" (unpublished
manuscript, Topeka State Hospital, 1971), pp. 40-43.
2A• Davids and P. Salvatore, "Residential Treatment
of Disturbed Children and Adequacy of their Subsequent
Adjustment: A Follow-Up Study," American Journal of
Orthopsychiatry, XLVI (January, 1976), 62.
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staff were asked to review the HSS and the structured
interview form and make comments on their use for the study.
Both instruments were pilot tested (see Appendix) before use
in this study.
Permission forms to take part in the study were
signed by the child's parent/guardian disclosing that
follow-up information could be requested as a means of
helping Orchard Place evaluate its program. All particL-
pation in this follow-up study was totally voluntary and
participants were kept anonymous.
The sample was comprised of 138 children out of
a total of 199 identified as Orchard Place residents
since program inception, February, 1965. Of the 138
children ln the sample, three who had positively adapted
had been in the group home program. Another 13 children
had been in the evaluation unit only. Of the 13 from the
evaluation program, nine were positive, four negative.
All of the other SUbjects had been placed in the residential
program. For purposes of data analysis, no differentiation
was made along program lines. Subjects discharged after
April, 1976, were excluded from this study. The data from
casefi1es were evaluated by judges from April, 1976, to June,
1976. The telephone interviews with subjects, parents,
relatives, or Department of Social Services personnel
began July, 1976, and concluded August, 1976.
Two judges, a male and a female, both trained in
psychotherapy and residential treatment, were used to
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screen files and locate data for the study. The judges
evaluated subjects at the time of discharge and contacted
the subjects for the structured interviews. They were
trained in using the structured interview form and in using
the HSS for discharge evaluation.
One of the judges was asked to collect on a 5 x 8
card the data relating to each of the seven variables in the
hypotheses. Thus, each casefile was read and the following
information recorded on a separate 5 x 8 card for each
file: age at admission, the number of foster homes In
which the child had been placed prior to admission, the
number of group care facilities the child had been placed
in including psychiatric hospital units, whether or not
the child was living with parent(s) prior to residential
care, the frequency of parental or surrogate involvement
with the child during residence at Orchard Place, the
length of actual residential care, and the destination of
the child at point of discharge.
Both judges were then asked to read the entire
casefile and assign a value of 0-100 on the HSS based on
the subject's status at the point of discharge from Orchard
Place. After the judges completed rating with the HSS,
they were asked to confer and compare their ratings for
each subject. If the judges assigned ratings to the
subject not more than 15 points different on the HSS, a
mean was computed and used as the rating assigned the
subject. If the difference exceeded 15 points, the
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judges conferred and arrived at a consensus through review
of the file and further discussion. The 15 point criterion
was used to coincide with major differences on the outcome
intervals of the HSS. A difference of more than 15 points
would put a subject at two different sickness categories on
the HSS; consequently the averaging of these scores would
be likely to produce an unrealistic picture of the SUbject's
actual condition.
Following these procedures, the judges then proceeded
to contact the subjects, relatives, parents, or Department
of Social Services personnel to obtain data for completion
of the structured interview. Telephone interview contacts
were used. The data generated by the structured interview
and the 5 x 8 cards were tabulated and analyzed to answer
the questions and to test the hypotheses posed for the
study.
POPULATION AND SAMPLE
The population represented by the study included
pre-adolescent and adolescent children from families whose
socio-economic backgrounds ranged from upper-middle class
to lower-lower class and who resided in suburban, rural, and
metropolitan areas in the midwestern United States.
The sample was selected from a residential treatment
center located in Des Moines, Iowd~ and no random sampling
procedure was used to select the sample stUdied. Due to
the inherent difficulties in locating subjects following
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discharge, an attempt was made to contact all subjects who
had been involved in Orchard Place residential programs.
Most of the children (over 99%) placed at Orchard
Place have been from the state of Iowa. Generally, many
of the children in placement are from Polk county, Iowa,
and at any given time account for between 40% to 60% of
the total population in residence.
Almost the entire sample had received services from
various agencies prior to placement at Orchard Place. That
is, some type of interventive effort had been attempted
prior to placement.
DATA AND INSTRUMENTATION
The data from this study were drawn from the
responses contained in the structured interview form and
from casefiles on the sUbject during residence. To obtain
data about the subject's placement in foster homes or
group homes, age at admission, person with whom the child
was living prior to Orchard Place placement, length of
residential care, parental involvement and disposition at
discharge, the casefiles for each subject were analyzed.
The casefiles provided reports and data from professionals
ranging from psychiatrists to educators whose information,
specifically around adjustment in Orchard Place at the
point of discharge, enabled the judges to rate the child
on the HSS.
For purposes of this study, a definition of adap-
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tation at follow-up was developed. Positive (+) adaptation
included those subjects who had neither been hospitalized
in a psychiatric hospital setting nor had been placed in a
correctional setting since time of Orchard Place discharge,
except a voluntary placement. Voluntary placement meant
that the subject would consent to a short-term psychiatric
stay no longer than thirty days. Voluntary placement in a
correctional setting occurred in a few instances for
family disturbances, not subject delinquency. Thirty days
of hospital care was selected as an arbitrary guideline for
the study since the subject's consent to hospitalization
represents an understanding on the part of the subject that
help is required. Any involuntary psychiatric admission or
incarceration for criminal activity was defined as a
negative (-) adaptation. Where a subject experienced
several psychiatric confinements on a voluntary basis over
time, but no more than one in a twelve month period, a
thirty days total was used to evaluate adaptation. A
subject who had two voluntary hospitalizations In one year
was rated as a negative (-) adaptation.
These data pertaining to hospitalizations and
incarcerations, if any, were included on the structured
interview form. The above definition of adaptation was
then applied to each of the 138 cases located for the
study. Each subject was rated as a (+) or (-) adaptation
and this information was placed on the 5 x 8 note card.
The instrument used for evaluating the status and
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functioning of the subjects at discharge was the Health
Sickness Scale (HSS). The instrument, developed at the
Menninger Foundation, was designed to measure how well
clinicians judged the status of mental health functioning
for adults. It was used in at least eighteen research
projects and continues to be used at the Menninger
Foundation. l Miller modified the scale for a follow-up
study at the Topeka State Hospital adolescent unit. 2 The
modified HSS was used in this study.
The modified HSS, like the original scale, has a
100 point scale. The scale ranges from O--a condition
which if unattended would quickly result in the death
of the patient, but not necessarily at his own hand--to
lOO--an ideal state of complete functioning integration, of
resiliency during stress, of happiness and social ef-
f . 3ectlveness.
Miller modified the original HSS through the following
procedures:
Forty examples of symptoms such as withdrawal,
suicidal attempt, hallucinations, somatic delusions,
were drawn from the total sample of 66 subjects.
These were coded one through forty and were inde-
pendently ranked by two judges according to the
lL. Luborsky, IIClinicians' Judgements of Mental
Health: Speciman Case Descriptions and Forms for the
Health-Sickness Rating Scale," Bulletin of the Henninger
Clinic, XXXIX (1975), 448.
2Miller, pp. 40-43.
3 Luborsky, p. 448.
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directions given by Luborsky. Sixteen of the exampl~s
which had judges' agreement were selected as meaningful
examples of certain points. These were then used as
additional examples of the general scale point
defin~tions already given by Luborsky.
Miller redefined selected points on the HSS that
appeared relevant for a child population. The modified HSS
has descriptions of the subject's functioning, and the
judges proceeded to review the description coinciding with
different points along the scale and then rated the sub-
ject accordingly. The HSS modified is certainly to be
regarded as an experimental scale subject to further
validation. It was selected for purposes of this study
since it had been used in a setting that was similar to
Orchard Place, and it enabled the judges to determine a
rating based upon an outcome of treatment.
After each of the files had been rated by the judges,
all information was placed on the 5 x 8 card. These data
were then keypunched. Contingency tables were then
developed to test the hypotheses and answer the questions
raised by the study.
ANALYSIS
The questions raised and bearing upon this study
included the following:
1. What were the child's preadmission life
experiences in terms of actual living experiences?
1976.
lLetter from Dr. W.T. Miller, psychologist, June 21,
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2. What were the essential variables influencing
long-term adaptation of the subject?
3. What information could be discerned to predict
the subject's eventual adaptation?
4. What information could be gathered to identify
the effects of residential treatment on subjects?
In addition to testing the null hypotheses the
HSS was correlated with adaptation of subjects and a
table was developed showing the onset of negative
adaptation for those subjects. To obtain as comprehensive
a profile as possible of how the subjects were faring, some
secondary topics were included on the structured inter-
vlew form. These data are presented in Chapter 4.
The null hypotheses were tested with Chi-square,
which was the most appropriate statistic due to its
usefulness with discrete data in the form of frequencies.
An alpha of .05 was considered adequate to reject the
null hypothesis in each case.
Chapter 4
FINDINGS
Table 2 offers a general description of the final
sample obtained for this study. The sample consisted of
69.34% of all contacted, representing 138 cases from
1965 until April, 1976. Of the 138 cases identified, 96
were evaluated as positive adaptation and 42 as negative
adaptation. Another 61 cases were not located. Table 3
shows a description of those cases not contacted for the
study.
Table 2
Description of the Sample Obtained
From the Total Population
Positive
Adaptation
96
Negative
Adaptation
42
Inadequate!
No response
61
Total
199
For those cases not contacted the following
categories were used. First, "insufficient infonmation"
means data from the structured questionnaire essential to
the evaluation was absent. This ranged from missing
data on the nature of a hospitalization to uncertainty of
the overall status of the sUbject. Second, llno contact"
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means that it was not possible to make contact with the
subject either through telephone or through other means such
as correspondence. Every practical means were explored
before assignment to this category. Third, "withdrawn
from treatment" refers to subjects removed from care be f'or-e
the study was completed. Fourth, "elopement" means that
the subject left the program and was not available for
contact. Thus, it was not possible to assess the status
,
of the subject as discharge. Fifth, Hdeath" claimed two
subjects. Sixth, "refusal to participate in studyll means
that several respondents chose not to participate. Seventh,
"other!! refers to responses coming after the expressed
deadline and, therefore, not included in the final data
processing procedures.
Table 3
Description of the Disposition of Cases
Not Contacted for the Study
Disposition Number
No contact with data source 38
Insufficient data from questionnaire 8
Withdrawn from treatment against
agency recommendation 5
Refusal to participate in the study 3
Other 3
Elopement from program 2
Percent
63
13
8
5
5
3
Death
Total
2
61
3
100%
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Table 4 describes respondents surveyed to complete
the structured interview form. Table 5 shows the
statistical testing of the null hypothesis involving the
variable age with adaptation. The age ranges included
6-9 years, 10-13 years, and 14-17 years. Historically, no
child has been admitted before age 6, while 16 years is the
upper age limit for admission. The Chi-square test resulted
in a non-significant statistical relationship between age
at admission and adaptation (p=.28). The finding from the
statistical test indicates that age with adaptation is
independent and the null hypothesis was accepted.
Table 4
Respondents Surveyed to Complete the
Structured Interview Form
Respondents
Parents
SUbjects
Other professionals
Department of Social Services
Relatives
Total
Number
62
45
15
10
6
138
Percent
45
33
11
7
4
100%
The second null hypothesis tested was the number
of foster placements experienced with each subject prior to
the placement at Orchard Place. A rationale for testing this
hypothesis was to determine if multiple placements whereby
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a subject was placed in several foster parent homes prior
to admission into a residential center was associated with
either positive or negative adaptation patterns. It is
important to note that this hypothesis was designed to
measure only foster home placements, not other types of
foster care living arrangements for the subjects.
Table 5
Relationship of Adaptation Status
with Age of Child at Admission
Age
6-9
10-13
14-17
Total
Positive
Adaptation
23
29
44
96
Negative
Adaptation
6
14
22
42
2X =3.785, p=.28
Table 6 shows the numbers of foster home placements
with adaptation. It is noted that 72% of the positive (+)
group did not experience any foster home placements; in the
case of the negative (-) group, 68% had no foster home
placements.
The findings relative to Table 6 indicate that
the null hypothesis is accepted as the variable number of
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foster home placements with adaptation are apparently
independent of each other (p=.30).
Table 6
Relationship of Adaptation Status with
the Number of Foster Placements
for Each Subject
Number of Foster
Care Placements
1-2
3 or more
Positive
Adaptation (+)
22
5
Negative
Adaptation (-)
9
5
2X =1.475, p=.30
Total 27 14
The third null hypothesis tested the relationship
of group care with adaptation. The variable group care,
for purposes of this study, meant placement in any of the
following types of settings: private or public psychiatric
hospital setting; group home; residential treatment center;
detention center; or any other type of group caring
facility. In interpreting these data, it is important to
note that any group care placement was charted, and the
frequency of each placement for each subject was charted.
Put another way, if the subject had been placed in a
group caring facility prior to Orchard Place admission, this
was charted as one group care placement. If any group care
placement occurred in the subjectts history, it was recorded.
Table 7 deals with group care prior to Orchard Place
100
admission. Group care placement with adaptation was
. 2 _ )
statistically h i.ghLy significant (X -17.364, p~.OOl .
This means that the null hypothesis was rejected and that a
dependent relationship exists between group care placement
for subjects prior to admission and adaptation.
Table 7
Adaptation with Group Care Placements and
Non-Group Care Placements Occurring
Before Orchard Place Admission
Number of Group
Care Placements
o
1
2 or more
Total
2X =17.374, p<.OOl
Positive
Adaptation
68
14
14
96
Negative
Adaptation
18
16
8
42
The next null hypothesis tested was the relation-
ship between living with parentes) prior to Orchard Place
admission and adaptation. If the subject was not living
with parent(s) at the time of admission, the subject was
viewed as "not living with parents". It is noted that
if the subject was not living with parent(s), the subject
would likely have been placed in some type of alternate
care.
A statistically significant relationship ex 2=17.364,
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pL.OOl) was obtained, thus rejecting the null hypothesis.
Consequently, a dependent relationship appears to exist
between living with parent Cs ) and adapta.tion (see Table 8).
Table 8
Subject Residence with Adaptation
Prior to Orchard Place Admission
Positive
Condition Adaptation
With Parent(s) 73
Not with Parent(s) 23
Total 96
2X =18 • 53 3, p~. 0 01
Negative
Adaptation
18
24
42
The next null hypothesis tested was that of
frequency of parental involvement with adaptation. As a
matter of admission policy, Orchard Place has always
required parental involvement. Typically, there have been
great variations around the actual frequency of parental
contact. Such variations have been a product of distance
to the parental home, the nature of parental problems and
the degree of commitment the parents are able to manifest
toward their child's residential treatment program.
The frequency of parental contact was operationalized
around the most frequent patterns which professional
cOlleagues had identified over time. The frequencies
involved weekly involvement, every other week involvement,
102
monthly involvement, random involvement (identified as the
parent(s) coming to the agency in frequencies over one
month apart), and non-involvement. Despite efforts to
obtain a commitment that the parents would support treat-
ment, a number of parents would make a verbal commitment but
not follow through for numerous reasons. Eventually such
children would be eligible for program discharge, since it
was felt inadvisable to retain a child in the residential
program without the active and intense participation of the
parents in the treatment aspect. This hypothesis sought to
test whether actual parental involvement had a direct
impact upon long-range adaptation. Table 9 deals with this
hypothesis.
2The null hypothesis was accepted eX =8.302, p=.14).
This was interpreted to signify that the variables, fre-
quency of parental contact and adaptation, were independent
of each other.
The next null hypothesis studied was the relationship
between length of residential care and adaptation patterns.
The time span of residential care was arranged along a
continuum from zero months to four or more years. Such
points represented the extremes of the residential time
frames. It was felt that this was an important area to
test to determine if adaptation was a function of length of
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stay for the subjects.
Table 9
Frequency of Parental Involvement with the Child
1n Residential Treatment and
Adaptation Patterns
Condition
Weekly visits
Every other week visits
Monthly visits
Random
Non-involvement
Total
2X =8.302, p=.14
Positive
Adaptation
5
35
27
18
11
96
Negative
Adaptation
5
5
11
9
12
42
This hypothesis was accepted (X 2=7.27l, p=29).
Apparently length of residential stay is independent of
adaptation (see Table 10).
The next hypothesis studied was disposition at
discharge with adaptation. For purposes of this report,
disposition at discharge was defined as where the subject
was heading upon discharge. At the time of a subject's
discharge, a number of alternatives are feasible. These
range from return to the parent's home, foster parent care,
group homes, or placement in another residential or
psychiatric hospital setting. Such living alternatives were
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identified after analysis of the actual discharge patterns
became known.
Table 10
Length of Residential Treatment Program
Adaptation-Patterns
Condition
0-12 months
13-24 months
25-37 months
37-48 or more months
Total
X2=7.272, p=.29
Positive
Adaptation
30
26
22
18
96
Negative
Adaptation
10
11
12
9
42
Each living arrangement offers different possibilities
for a given subject. A long standing objective of the
Orchard Place program has been to return the child to the
natural parentCs) whenever or wherever possible. At the
same, time, however, no data were available which compared
adaptation patterns with placement plans for the child
immediately following the residential treatment exper>ience.
Table 11 shows the data used to test the null
hypothesis dealing with disposition at discharge with
adaptation. The null hypothesis was rejected (X2=50.S78,
p~ 001) . This finding suggests that the variables,
disposition at discharge with adaptation, are apparently
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dependent upon each other.
Table 11
Disposition at Discharge
Adaptation Patterns
Disposition
Home
Foster Parent Care
Group Care
Hospital
Total
2X =50.578, pL:.OOl
Positive
Adaptation
65
19
12
o
96
Negative
Adaptation
II
5
9
l7
42
A related finding concerns the observation that none
of the positively adapted subjects was discharged from
Orchard Place into a psychiatric hospital setting. In the
case of the negatively adapted subjects, 17 had to be
removed from the residential unit into a more closed
psychiatric hospital type of setting. Generally, such
removal from treatment and placement in a psychiatric
setting occurred around crisis type behavior whe.i the subj ect
was a threat to self, other children, or staff.
Another purpose of the study was to analyze the
effect of the residential treatment experience. This was
done in two ways. First, an analysis was made of the
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negative adaptation cases to de~ermine the onset of the
hospitalizatiin or incarceration. It was believed that
collection of such data would be meaningful in terms of
giving a picture of how long one might expect the posit~ve
effects of residential treatment to persist. Second, to
predict at discharge those sUbjects who had the greatest
probability of success in terms of successful adjustment to
co~~unity life. If high positive scores on the HSS tended
to be associated with positive adaptation at follow-up,
such an association would support the possibility that the
gains made during the residential experience tended to
maintain themselves with the subjects at follow-up. Table
12 shows the onset of hospitalization or incarceration of
subjects with respect to time of discharge from Orchard
Place.
Of those who were identified as negative adaptation
at follow-up, it 1S noteworthy that 45% of such adaptations
occurred within the first three months following discharge.
An additional 10% were rated as negative adaptations through
the first six months, and another 14% within the first
year. Thus, fully 69% of all subjects who were rated as
negative adaptations were so rated within the first year
of discharge from Orchard Place. Almost one-half of all
negative adaptations occurred within the first three months.
No negative cases were identified after the seventh year.
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Table 12
Onset of Hospitalization or Incarceration
of Subject with Respect to Time of
Discharge from Orchard Place
-
Time Number Percent
------------------------------
0-2.9 months
3.0-5.9 months
6-11.9 months
12-23.9 months
24-35.9 months
36-47.9 months
48-59.9 months
60-71. 9 months
72-84 months
Total
18
4
6
6
1
a
a
1
5
42
45.2
9.5
14.3
14.3
2.4
0.0
0.0
2.4
11.9
200.0%
The HSS was used to evaluate the subject's status
at the actual point of Orchard Place discharge. The HSS is
arranged in such a way that the high scores are identified
with higher levels of functioning than are lower scores.
score of 80 is higher and indicative of a higher level of
psychological functioning than a score of 30. Thus, if
SUbjects who received high HSS scores were rated as positive
adaptation at follow-up, it was determined that the HSS
could be used as a predictive device to identify those
subjects likely to work out a successful adjustment In
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the community. If high HSS scores were associated with
subjects who were rated at follow-up as negative adaptations,
then it was apparent that the HSS could not be utilized to
differentiate between the negative and positive groups.
Table 13 describes the reTationship between HSS
2
scores with adaptation at follow-up ex =36.884, p<:.OOl).
The highest value on the HSS was 78 with 100 possible.
lowest value identified was 15. The 'mode for positive (+)
was in the class 56-65. For negative adaptations, the mode
was the 36-45 class. The mean of all scores was 70.61.
Table 13
The Health Sickness Scale (HSS)
And Adaptation
HSS Scores
76-85
66-75
56-65
46-55
36-45
26-35
15-25
Total
2X =36.884, p~.OOl
Posi 't i.ve
Adaptation
1
16
41
17
11
5
5
96
Negative
Adaptation
o
2
6
12
5
13
42
A number of additional tables were developed from
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structured questionnaire which served to provide further
data on an overall view of the subjects' functioning
within t.he community. Such table s pr-ovided informat ion that
served to outline a profile of subjects' activity in the
community to determine not only how the subjects fared, but
to what degree they had utilized community resources.
Chi-square comparisons have been included where possible to
describe the statistical relationship between the variables
involved. In other tables only frequency data were included.
Table 14 deals with the equality of school adjustment
for the subjects enrolled in school at the time of follow up
with adaptation. Of the group in school, those described
as having livery good II adaptation to school were 33% of the
(+) group. This compares to 0% for the (-) group. In
terms of the next classification, "good" adjustment, 18 or
36% were ln this class compared to the (-) group where 6
or 42% were found. In the last class, "fa i.r-!", 15 of 31%
were so rated in the (+) group while 8 or 57% were so rated
for the (-) group. In the classifications livery good ll and
"good", the number of (+) subjects was almost five times that
of the (-) group of sUbjects. In the classification "fair"
the (-) group exceeded the (+) group by three cases. It
was apparent that the (+) group tended to enjoy a higher
subjective experience of school success compared to the (-)
group of subjects.
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Table 14
Quality of School Adjustment for Those Subjects
Enrolled in School with Adaptation
Condition
Very Good
Good
Fair
Total
Positive
Adaptation
16
18
5
39
Negative
Adaptation
o
6
8
14
Table 15 shows the current grade placement for
subjects enrolled with adaptation. A total of 58 subjects
was identified as still in school. In terms of total numbers,
58 or 60% of the (+) group were still involved in some
type of educational program at follow-up compared to 17
or 40% for the (-) group of subjects. In terms of groupings,
the (+) group had 16% of the total group enrolled in
elementary school compared to 6% for the (-) group.
(Elementary defined as grades from 1 through 6.) Junior high
school (grades 7 through 9) showed 32% for the (+) group
while for the (-) group, 35% were in junior high SChool at
the time of follow-up. Senior high school (grades 10
through 12) showed 25% for the (+) group and 6% for the
(-) group. Further, it was observed that the (+) group had
10% of its subjects in college, while none of the negative
subjects were apparently in college. Further training,
1:1.1
beyond four years of colle.ge education was shown with 2%
of the (+) group and none of the (-) subjects.
It is noteworthy that special education showed 9%
enrollment for the (+) group; 47% for the (-) group. Over
five times as many of the (-) subjects apparently required
a special education program. The large number of enrollees
supported the observation that a group of negativelY
adapted subjects have profound needs in different areas
of psychosocial and psychoeducational functioning ..
Table 15
Current Grade Placement with Adaptation
for Those Subjects in School
at the Time of Follow-Up
Grade
Level
3
4
5
6
7
8
9
10
11
12
Special Ed.
College
College 4+ years
Unknown
Total
Positive
Adaptation
1
1
2
5
4
8
7
3
10
2
5
6
1
3
~
Percent
2
2
3
9
7
14
12
5
17
3
9
10
2
5
Negative
Adaptation
o
a
a
1
o
2
4
1
o
o
8
o
o
1
Percent
a
a
o
6
o
12
23
6
o
o
47
o
o
6
112
Table 16 shows the highest grade attained for those
subjects no longer in school at follow-up. This table
indicated that of the (+) group, none of the subjects had
terminated their education at elementary school level.
Insofar as the (-) group, 12% had -terminated at the con-
clusion of the elementary school program. For junior high
school, grades 7 to 9 inclusive, the positive group showed
16% had terminated. For the (-) group, 20% had terminated
during junior high school years. Between 10 and 12th grades,
24% of the (+) group had terminated, while 16% of the (-)
group had terminated. With the (+) group, 36% had completed
high school education while the (-) group showed 12%
completing high school graduation. In terms of advanced
training, Table 16 shows that the (+) group had 5% co~lege
graduates and no college graduates for the (-) group.
Of those terminating at graduate or professional school
level, 3% were of the C+) group and none from the (-)
group.
An important area of data, relating to the fol1ow-
up of subjects, concerned their relationship with the
community. It was hypothesized that several important
aspects of the subjects! relationship to the community might
be determined through assessment of selected areas of
community participation or involvement. It was speculated
that subjects would tend to fare better with increased
involvement in community activ i ties. The areas chosen to
measure such involvement included church attendance and the
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number of friendships identified by subj ect s . Tables J 7
and 18 present these data.
Table 16
Highest Grade Attained with Adaptation
for Subjects no Longer
in School at Follow-Up
Grade
Level
Positive
Adaptation Percent
Negative
Adaptation Percent
4 0 0 0 0
5 0 0 1 4
6 0 0 2 8
7 0 0 1 4
8 3 8 2 8
9 3 8 2 8
10 5 13 2 8
11 4 11 2 8
12 0 0 0 0
High School Graduate 14 36 3 l2
GED 1 3 1 4
College Graduate 2 5 0 0
Graduate/Professional
School 1 3 0 0
Unknown 5 13 9 36
---
_.....--......
Total 38 100% 25 100%
Table 17 shows the relationship of church attendance
to adaptation. This table seeks only to determine whether
the subjects were, in fact, participating in any type of
church activities. It did not attempt to assess any other
data. A statistically significant relationship was fOund to
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exist between church attendance and adaptation.
Table 17
Relationship of Church Attendance to Adaptation
Attendance
Yes
No
Total
2X =5.359, P Z. 05
Positive
Adaptation
51
42
93
Ne~ative
Adaptation
14
28
42
Number of friendships perceived by sUbjects with
adaptation is shown in Table 18. No attempt was made to
determine the nature of such friendships, only the number
of friendships perceived in relationship to a spec~fic
subject. A statistically significant relationship (X 2=7.S93,
p~.Ol) existed between the number of friendships and
adaptation.
Table 19 deals with the relationship of overall
adjustment to adaptation. About 85% of the (+) subjects
were classified as "better"; 45% of the (-) group were
also "betteI'". In terms of the rating, "samel!, about 11%
were (+), while 29% were (-). For the "worse" group, [t%
were (+), and were rated as "worse Il from the (-) group
(see Table 19).
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Table 18
Number of Subjects' Friends Perceived
in Relationship to Adaptation
Number of
Friends
Positive
Adaptation
Negative
Adaptation
Many
(5+)
Some
2-4
Few or None
0-1
Total
2X ::7.892, p.(..Ol
41 ~O
30 9
22 L8
93 27
Table 19
Relationship of Subjects' Current
Adjustment to Adaptation
Evaluation
Positive
Adaptation Percent
Negative
Adaptation Percent
Total 94
2X =44.063, p<.OOl
Better
Same
ItJorse
80
10
4
85 19
11 12
4 11
100% 42
45
29
26
100%
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Table 20 shows the relationship between subjects'
participation in out-patient psychiatric services and
adaptation patterns. It was hypothesized that there would
be a difference between the (-) and (+) groups on the
basis of continuation in some type of supportive therapeutic
activities. Such therapeutic support could serve to
preclude hospitalizations or incarcerations. The data
revealed no significant relationship.
Table 20
Subjects' Participation in Out-patient
Psychiatric Care Since Orchard Place
Discharge with Adaptation
Participation
Yes
No
Total
X2 ::1. 7 8 4·, p.(. 2 a
Positive
Adaptation
1+1
52
93
Negative
Adaptation
11
27
38
The structured questionnaire collected data on many
other topics such as employment, marital status, and
related areas. Such data were not included in the report
inasmuch as was believed some of the questions presumed
certain eligibility such as age and physical or mental
conditions which were beyond the boundaries of this
investigation.
1~1
SUMMARY OF FINDINGS
This was a follow-up investigation of subjects
discharged from Orchard Place between February, 1965,
through April, 1976. Over this 11 year period, 199
subjects had been in the residential treatment center.
Of these, 138 subjects were located and contacted to complete
the structured interview form. Each subjects' casefile
was evaluated to assemble data on the hypotheses. Evaluation
of subjects' status at discharge was used to complete the
ESS.
The number of group care placements experienced by
the subject prior to Orchard Place admission, disposition at
discharge, and whether the subject was living with parent(s)
before Orchard Place admission were found to be related to
adaptation. The other hypotheses tested, age at admission,
length of residential care, frequency of parental invo1vement,
and number of preadmission foster care placements were found
to be unrelated to adaptation.
It was found that the HSS differentiated between
the (+) and the (-) groups at follow-up. That is, higher
scores on the HSS were associated with positive adaptation
of the subjects; lower scores on the HSS were associated
with negative adaptation. Such prediction was based, then,
upon the psychosocial status of the subject at point of
discharge from Orchard Place.
Highest educational attainment for subjects was
reported as follows. For the (+) group, 36% had terminated
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their educational activity with a hi~h school education.
This compared to 12% of the (-) group terminating with a
high school education. Educational drop out was highest
for the (-) group at the junior high school range, 7 to
9th grade. Here it was found that 20% of the (-) group
had terminated. The highest drop out range for the (+)
subjects appeared to be high school, 10th through 12th
grades. Twenty-four percent "terminated their education
during high school years. In terms of advanced training,
5% of the (+) subjects had completed college and 3% had
terminated at the graduate school level.
Subjects' relationship to the community was assessed
through church attendance and number of friendships. The
findings indicated that church attendance and number of
friends were related to adaptation. Both of these factors,
church attendance and number of friends, appear important
in assisting the subjects to remain attached and related to
the community.
This study also included an attempt to assess the
SUbjects' current adjustment. This assessment revealed
about 2 (+) subjects to 1 (-) subject tended to be in the
classification livery good" adjustment. This ratio was
true for the classification "same" for both groups. For
'the "wor-se " group, about one(+) subject for every six (-)
subjects was identified for the lowest functioning scale on
the table. Generally, it was found that the (+) subjects
were functioning on higher levels of adjustment than were
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the (-) group of subjects. Fewer (+) subjects were found in
the "worse'l group.
Chapter 5
DISCUSSION, CONCLUSIONS, RECOMMENDATIONS
DISCUSSION
First, of the null hypotheses presented and studied,
it was found that three of the seven showed statistically
significant correlation with adaptation patterns. These
were: group care placement, living with parentCs) prior to
admission, and disposition of the child at discharge as
related to adaptation. A significant relationship was also
established between the HSS with adaptation. The other null
hypotheses were accepted. Those hypotheses which were
statistically significant appeared to be critical in terms
of predicting the eventual adaptation of the subject.
Historically, one of the shifts which has occurred
1S the development of the "least restrictive ll principle in
terms of foster care placement. This means that the child
who requires out of home services mus t receive such services
in the facility which is least restrictive. As it relates
to understanding the statistically significant hypotheses,
it is suggested that youths entering residential centers
within the recent past are coming directly from secure
group caring facilities; however, in the past, before the
philosophical shift occurred, such youths may have come
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directly from home settings. Youths entering the group
caring facilities prior to admission in definitive residential
treatment centers may well represent a population which has
acted out behaviorally in other "least restrictive" settings
and, in turn, were moved to a more structured type of group
care settings. Such young people may well have been moved
through the residential centers without receiving sufficient
intervention. This lack of intervention could lead them to
become involved with subsequent hospitalizations and possible
criminal activity. Since these youths were unable to respond
positively to earlier and less intense intervention, their
presence may well signal the receiving residential center
of profound psychosocial needs. Such placements shou1d be
viewed with special concern by the staff of the residential
center.
Another hypothesis which was statistically signifi-
cant with adaptation involved whether or not those entering
Orchard Place were coming from a parental environment, or
if they were entering the residential program from some other
source. The reason for selecting this hypothesis initially
was that it was believed youths entering residential
treatment services from their home environment were more
likely to have parental commitment, and, in turn, feel more
supported by their respective families. Such support would
enable them to utilize the treatment program maximally.
Another possibility for rejection of this hypothesis is that
the youths who have been placed outside of their homes
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would not be entering residential treatment from there but
rather from such sources as group caring facilities, state
hospital settings, foster homes, or possibly, relatives I
homes. That this is the case appears more likely since, in
the last analysis, parental support must be granted at some
level for the placement -to occur at all. Without parental
support , it a s unlikely -that the placement could be
consummated in view of the increasing legal regulations
pertaining to this area. Thus, it appea.rs that the relation-
ship of prior living with parent(s) and adaptation may be
that youths not coming from their own homes but from other
sources have not responded to other types of intervention and
consequently represent a population whose behavior and
controls are such that they are unable to r-ema i.n at home
and must be placed in settings which may appropriately
protect them.
Disposition at discharge was another hypothesis
which was significant with adaptation. Disposition was
viewed as an important aspect of the termination phase of
the child's residential treatment program. A long standing
agency practice has been to return the child to the natural
parents whenever feasible. An important factor in this
hypothesis was the large number of youths returning to
their homes from the residential center vlho were later
evaluated as (+) SUbjects. A total of 65 subjects of the
(+) group were returned home compared to 11 of the (-)
subj ec t s , It is apparent that the Larg e numbers of children
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returned home with the (+) group accounted for this signif-
icant relationship. This finding suggests clearly that
returning the child to his/her home from the residential
treatment center is of major importance in the long range
adaptation of the sUbject.
This investigation revealed that the HSS was able
to differentiate between positive and negative adaptation.
Since higher HSS scores tended to be associated with posi-tive
adaptation, this study suggests that such an instrument may
have practical use at the time of discharge in making
predictions based upon a quantitative assessment of the
dischargee. Another point relating to the HSS concerns
maintenance of gains from the residential treatment
experience. If the gains made during residential service
are quantifiable at discharge and such gains tend to be
associated with high HSS values and positive adaptation, it
may be inferred that the gains made during treatment will be
maintained over time. Such maintenance or absence of gains
over time, if accurately predicted at discharge, would have
considerable significance in identifying SUbjects who may
continue to require specialized resources.
The other hypotheses tested for the study were
accepted as null hypotheses. No significant statistical
relationship could be identified between age at admission,
frequency of parental involvement, length of residential
cape and rumber of preadmission foster care replacements.
As noted in the review of literature, disagreement
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was found with respect to the age of admission and its
significance to later adjustment. In this study, age was
not found to be associated with adaptation, and the s:tudy
did not shed further light on the topic of age and its
significance for long-range adaptation.
The null hypothesis relating to the number of
preadmission foster care placements was also accepted.
The data suggested that the number of foster care placements
did not differentiate between the (+) and (-) groups.
Interpretation of this finding would suggest that foster
parent care may offer another level of service, uniquely
different from group care whereby children may not be mani-
festing as severe or as intense psychosocial needs as youths
entering group care before admission.
The retention of the null hypothesis regarding
family involvement was surprising. The literature is
replete with references to the significance of family
involvement with the child placed outside of the horne. One
possible interpretation, however, lS that the report
measured involvement discretely, not qualitatively. More
visiting was not necessarily associated with better visits.
The fact that some visiting did occur with the subject in
residence may, however, be vital to long range adaptation of
the subject. The actual frequency of family visitation or
family counseling procedures may not be as important compared
to the quality of the intervention both on the part of all
involved--counselor, subject and family.
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Length of r-e.s i.de.rrtLe.L care was not associated with
adaptation patterns. Such a finding is interesting in view
of the residential care costs and the current empha.sis upon
reuniting child and family in the shortest time feasible.
It is noted that the length of residential care in Orchar>d
Place is under constant review at a number of different
clinical and administrative levels. Such reviews include
interdisciplinary team meetings and psychiatric meetings
regarding the subject in residence. A number of steps are
built into the program to insure that the subject is in
residence for only the amount of time required to complete
the original goals of placement.
A partial answer for length of care not being
associated with adaptation may be that a residential center
such as Orchard Place is serving a different population of
youths whose treatment goals can be attained and another
population of youths who are highly resistive and non-
respons1ve to treatment procedures. When viewed together,
adaptation and length of stay would not be statistically
significant; however, if the groups could be separated, it
is postulated that length of stay might well be significant
with adaptation. This remains only a possibility for further
study. Thus, youths who are non-responsive and more
resistant to treatment WQuld tend to stay longer in the
residential program increasing the length of stay. Yet,
due to their profound psychosocial needs, adaptation patterns
may remain negative. The agency may wish to develop
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specific programs which would be targeted in for the
special needs of such youth.
Additional data collected on the structured inter-
view indicated that the group of (+) subjects tended to
have better ratings on school adjustment, if enrolled; more
(+) subjects than (-) subjects were enrolled in school at
the time of follow-up; the (+) group had overall higher
levels of educational attainment. In terms of community
relationships, the (+) and (-) groups showed differences
in terms of church participation and friendships, two
factors of community involvement. Such differences were
statistically significant between the (+) and (-) subjects.
This finding possibly indicates that (+) subjects appear to
have a deeper sense of attachment to the corr~unity and, ln
turn, may feel differently toward the larger community.
Further, such attachment may enable them to control more
resources to meet their needs and feel mastery over their own
destinies. No relationship was found beween the subjects
receiving further psychiatric outpatient services and
subsequent adaptation.
The data gathered describing educational patterns,
educational adjustment, and community relationships, tend to
indicate that the group of (+) subjects apparently fare
better after discharge. Such a statement is further supported
by the assessment question asking how SUbjects were faring
in their current life situaiton. Subjects of the (+) group
tended to rate themselves or were rated by others as
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functioning on higher levels of adjustment in the community
after discharge.
Another purpose of the study was to measure the
relative impact of the agency's program upon the target
population. The findings of the study indicate that an
approximate positive adaptation index of 69.34% was
determined for all subjects identified as former residents
of Orchard Place. It is difficult to compare this figure
with other studies reviewed for this report because of
different success criteria for subjects. A relative
comparison with those stUdies that appeared generally
similar showed Allerhand' s study with a success rate of
74% and the Garber study with 79%. Such relative comparisons
leave much to be desired as many assumptions underlie
comparison efforts. An important aspect of this investigation
is that evaluation of the subjects occurred using the entire
discharge time as a frame of reference for evaluation. Of
course, the risk of negative adaptation was spread over
the entire period of time ln contrast to evaluation of the
subject based solely upon the status of the subject at a
glven moment in time.
Another purpose of the study was to determine when,
if at all, negative adaptations occurred. The study was
succe ss f'uj, in identifying that a critical time- frame was up
to three months after discharge. Nearly half of the negative
adaptations occurred within three months of discharge. An
analysis of this finding showed that once discharged, sub-
12'8
jects tended to move either toward or away from a successful
adjustment to community life. Also, note that included
within the first three months' data are those subj ects VJho
were involved in out of bounds behavior or crisis
situations necessitating their placement in a more secure
type of setting.
There are two observations related to this finding:
first, although the agency offers continued outpatient
services to the subject and family following discharge,
more intense services may need to be offered within local
community mental health centers for those subjects living
considerable distance from Orchard Place. Second, those
subjects whose behavior is excessively out of bounds for
the agency to handle may be another sign of the population
of youths who are in residential centers and yet whose
psychosocial needs may require more secure facilities.
Such youth may not always be identified at the time 0
admission into the program.
A final goal of this study was to provide basic
information regarding the outcome of subjects to compare
observations with working assumptions of treatment
methodology. First, youths who are outside the home at
time of admission and/or who have mUltiple group caring
placements in their history should receive a careful review
prior to admission. If such youths are admitted, it ~s
possible that a special review system may be operation-
alized to track their progress and insure that the program
is meeting the needs of the client. Second, discharge
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plans should be clearly identified and formulated enabling,
wherever possible, professionals in the youth's home
community to provide support and continuity. Third, if the
fiSS is used at "the agency in the future for evaluating
discharges, those youths who are below 50 on the fiSS should
be viewed Hrisky", and care-takers of the youths should be
advised of the need for further professional services.
CONCLUSIONS
Based upon the study the following conclusions
appear to be valid:
1. The variables predictive of future adaptation
patterns for the subject appear related to preadmission
experiences of the child, especially placement in group
caring facilities and living outside of the home
environment at admission. Young people with such
experiences should be regarded as at risk and may present
a special population who require further services.
Returning the child home after treatment is associated
with positive adaptation.
2. Variables such as age at admission, frequency
of parental involvement, length of residential care,
and number of foster care placements are not correlated
with positive adaptation.
3. The HSS appears to be a useful instrument, if
utilized at discharge, to rate the outcome of subjects
and, in turn, predict their subsequent adjustment in
the community.
4. (+) Subjects evaluated at follow-up tended to
enjoy greater success in school; tended to have higher
levels of educational attainment; tended to be
continuing in an educational sett ; tended to enjoy
a greater sense of community attachment as evidenced by
the number of friends and church attendance; and, overall,
tended to enjoy a greater sense of well being and comfort.
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5. A positive adaptation rate of 69.34% ind~cated
that the agency is having a programmatic impact upon a
target population when compared to other similar studies.
6. Almost 50% of those classified at follow-up as
negative adaptations experienced such an adaptat~on
within the first three months following discharge from
Orchard Place.
IMPLICATIONS AND RECOMMENDATIONS
Based on the study, a number of specific recom-
mendations are presented which hopefully will serve to
increase the effectiveness of the Orchard Place Program In
meeting the needs of troubled youths.
First, consideration should be given for the
development of some type of weighting system to be used in
the area of foster care, such as has currently been developed
in the area of special education. For instance, a
weighting system has been in use for young people enrolled
in special education identifying the level of need and, in
turn, such a weighting is used to generate funds to provide
needed services for the child. This system involved
assigning a numerical value such as 1.8 up to 4.4. The index
system is then used as a factor in how funds will be assigned
to follow the child and provide services.
Consideration should be given for the development
of an innovative weighting system for youth involved in
foster care. Such a system could well be tied in with
previous group care placements. If a youth has received
such care, regardless of th~ nature of the facility, the
youth would be weighted as a numerical index which would
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be attached to increased funding. Such funding would then
be utilized to focus on the unique needs of those who are
particularly difficult to treat and who may be at risk for
later maladjustment. Provision of such finds would enable
the caring facility to secure and develop special programs
tailored to the needs of youths who appear to be in most
need.
For instance, a youth entering Orchard Place who
may have previously been placed in several foster homes or
group homes could utilize a very specific training program
in learning how to become an autobody mechanic. Through
a weighting system, funds would be allowed to grant the
youth an opportunity for placement with some firm.
Certainly the psychosocial difficulties of the youth
necessitating residential admission would be the area of
further intervention and treatment. The caring facility
would have the additional funds to purchase services for the
youths that would enable them to return and function in the
community effectively. Such a recommendation emphasizes
the development of the weighting system and enables the
facility and the child care takers to determine exactly what
type of special program would need to be developed.
Theoretically, the program could be highly prevocational and
vocational in nature, or, could become an apprenticeship
program, depending upon the needs of the youngsters.
Second, what occurs following discharge, is
extremely significant for youths returning to the communities.
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Re-entry into the community must be viewed as a critical
time frame, but funds are often terminated after two weeks
from discharge. Additional services, perhaps up to six
months or more are needed to insure that the gains made
while in residence are integrated into the family system.
Third, the HSS should routinely be incorporated as a
part of the discharge procedure. Young people who are not
scoring high, perhaps above 50 on the HSS, should be regarded
as at risk and recommendations should be detailed to the
family and/or the child care takers to be aware of needs in
this area. This is not to suggest that the HSS is the best
possible instrument for such purpose. It remains experi-
mental and will certainly require refinement to insure that
it is accurate. It may, however, prove to be a practical
tool for use at discharge.
Fourth, further data should be collected on those
who were able to adapt positively. It is known that such
youths fared better in terms of every measure of this report.
Although it would be feasible to study those regarded as
negative adaptations, it may be advisable to begin studying
carefully what the important variables were which enabled the
youths to function successfully after discharge. Analysis of
what is pathological or abnormal may inferentially say wha.t;
lS normal functioning, but such analysis does not serve
to provide data which guides the activity or behavior on the
part of child care takers to stimUlate and promote pos~tive
functioning on the part of youths and their families. Overall,
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it is reasonably accurate to say that those who were
evaluated as positive group members had their needs met
more adequately. However, many questions arise: what were
the areas of critical need fulfillment? What needs have a
higher priority for disturbed youth? Questions such as
these must be answered to assist all youths in their
development.
This study raised more questions than it apparently
answered. The knowledge based ~or such work needs constant
development and refinement in order to insure that it has
practical use. The study was a beginning attempt to
analyze one residential program and assess some areas which
appear to be of significant meaning to staff and youth.
Each such residential center is vastly different from
another with divergent philosophies, approaches to treatment
and different clients. These data gathered from one such
center make a modest attempt to understand more accurately
the process of helping clients and their families.
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APPENDIX A
FOLLOW-UP QUESTIONNAIRE
Read to Client:
All information is confidential and no client will be
identified. Only statistical information will be collected
and presented as the final report.
DATE
INTERVIEWER:
1. Name of former resident : ~ Age :~~ _
Present Address (if known).....-_---------~------
Phone : _
2. Date of Discharge:
----------------
(In questions where client lS answering, change subject
of sentence accordingly.)
3. What is the longest period of time the person has worked
at a job?
-----------------------------
a) How long at present job? ~ _
b) At how many jobs has the person been gainfully
employed during the past two calendar years?
-----
4. Has the person been: (check one)
a) Married
b) Divorced
c) Children
d) Friends
How long?
----------
Yes( )
Yes( )
Yes ( )
Few{ )
( O-l)
e) Church Affiliation
No I )
No ( )
No( ) How many? ~ _
Some( ) Many ( )
(2-4) (+5)
Yes() No( )
5. Where is the person living not? (check one)
a) Parent I s home ()
b) HiS/Her own home( )
c) Relative's home ( )
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d) foster home ( )
e) Boarding school ()
f) Psychiatric hospital or
142
residential treatment: center ( )
g) Group home ( )
h) Other (explain) ( )
6. Does he I she attend schaal? (check one)
Yes () No () If yes, grade:
----------------
If no, highest grade completed:
----------------
If now attending school, in what school activities does
the person participate? (check one or more)
Sports ( ) Drama( ) Band( ) Student Council( ) Other( ,J
Did person complete high school? Yes ( ) No ( )
7. If now attending school, how would you view current
school adjustment? (check one)
Very good() Goode ) Fair() Poor() Very Poore )
8. Has the person received any outpatient psychiatric
treatment since he/she left Orchard Place? (check one)
Yes() No() If yes, how long was treatment?
-------
9. Has the person been a patient in a psychiatric hospital
since Orchard Place discharge? (check one)
Yes ( ) No ( )
If yes, where and for how long?
-----------_._----
Facility name: _
If answer to Question #9 lS No, go to Question #11.
(Note each confinement ) Total #
of days
a) Date of confinement : From: I 1 To · I 1
·
b) Date of confinement · From: I / To : I I
c) Date of confinement · From: I I To · / 1
·
10. Were any hospitalizations involuntary? Yes ( ) No ( )
11. Has subject been known to the police since discharge?
Yes ( ) No ( )
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12. If yes, has sUbj ect been jailed? Yes () No ( ) Offense
a) Date of incarcerat ion : From: / / To : / /
b) Date of incarcerat ion : From: / / To : I /
c) Date of incarceration : From: I / To : I I
~_._--
--_. .-
13. What were precipitating causes of hospitalizations, jail
or seeking help? (check one or more)
a) Loss of parent (s) ( )
b) Death of spouse ( )
c) Divorce ( )
d) Job change ( )
e) Move to new community ()
f) Onset of illness ( )
g) Other (explain) ( )
-,----,--------------------
14. How would you rate the person's present adjustment
compared to wheri the person left Orchard Place? (check one)
Better ( )
Same ( )
Worse ( )
15. Remarks. Please make any additional comments you feel
may be helpful in understanding the person IS adj ustment
since discharge.
INTERVIE~ER: Thank the person for participation in
survey.
APPENDIX B
HEALTH-SICKNESS RATING SCALE (MODIFIED)
NAME_--------------- ,
At 100: An Lde.aL state of complete functioning integration"
or resiliency in the face of stress" of happiness
and social effectiveness.
Examples: Some patients who complete treatment,
and some who come for and need only "situational"
counseling.
(From 99 to 76: Degrees of "everyday" adjustment. Few
individuals in this range seek treatment.)
At 75:
At 65:
At 50:
Inhibitions, symptoms, character problems become
severe enough to cause more than "everyday"
discomfort. These individuals may occasionally
seek treatment.
Examples: Patients with very mild neurosis or
mild addictions and behavior disorders begin here
and go on down, depending on severity.
70: *mild depression.
Generally functioning pretty well but have
focalized problem or more generalized lack of
effectiveness without specific symptoms.
Examples: Clearly neurotic conditions (most
phobias" anxiety neurosis, neurotic characters.)
60: verbally hostile; *anxiety-preoccupied wit
sexual material.
55: *somewhat aggressive: suspicious.
Definitely needs treatment to continue work
satisfactorily and has increasing difficulty in
maintaining himself autonomously. Patient may
either be in a stable unsatis tory adjustment
(where most energy is bound in the conflicts) or
an unstable adjustment from which he will Ii ly
regress.
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At 35:
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Examples: Severe neurosis such as severe obsessive-
cumpulsive, may be rated at 50 or lower, rarely
below 35. Some compensated psychosis. Many
character disorders, neurotic depressions.
50: *withdrawal; anxiety.
50: *withdrawal; depression.
40: stealing, outbursts, fighting, negativism;
passive provocation; anxiety; *depression.
Examples: Most borderline schizophrenias; severe
character problems. Psychotic depressions may be
this high, or go all the way to 110".
35: *fighting; suspicious; depressed
30: *running away; accident prone; concern with
homosexual tendencies--presently seemed to be
controlling it; far behind in school due to
1Q; anxiety; "somatic complaints";
speech difficulty.
30: rocking when anxious; *extremely grandiosity;
*anxiety.
At 25: Obviously unable to function autonomously.
hospital protection, or would need it if it
not for the support of the therapist.
Needs
were
Examples: Most clear-cut overt psychosis, psychotic
characters, severe additions (which require hasp al
care) . Also, those who must be transferred to
another hospital on leaving the Adolescent Unit.
25: withdrawal; extreme grandiosity; *anxiety; somat-
ic complaints; restless, agressive, rocking.
(From 24 to 1: Increased loss of contact with real y;
need for protection of patient or others
from the patient; high degree of ession.
(Suicide attempts often rated at 20.)
Examples continued:
20: tantrums; fighting, {~self-injurious; eoce
tion with sex; strange, bizarre; severe
hyperactivity; cajoles, teases, curses,
threatens, screams.
20: *withdrawal; *suicide attempt; hallucinat
somatic delusions.
ns;
At 10:
At 0:
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15: *tantrums, destructive behavior, negativism;
bizarre, transient delusions; aUditory
hallucinations, fears of staff; yelling and
screaming.
15: mutism; *hallucinations.
15: tantrums, crying, injures animals; withdrawal;
*molests others; bizarre, mannerisms,
transient delusions; learning so slowly as
to be unable to stay in school; moderate
hyperactivity; *severe passive-dependency;
and unspecified infantile clinging behavior.
Extremely difficult to make any contact with
patient. Needs close ward care. Not much change
of continued existence without care.
Examples: "closed ward" patients, such as chronic
schizophrenics, excited manics, profound suicidal
depressions.
10: Mute with exception of crying; withdrawn;
refusal to eat; sex play between patient and
brother; bizarre; *felt she had been
pregnated when nurse administered enema
at church camp; depression.
Any condition which, if unattended, would quiCk
result in the patient's death, but not necessari
by his own hand.
Examples: Completely regressed schizophrenics
(incontinent, out of contact) who require complete
nursing care, tube feedings.
